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P sychotherapy and the Atomic Age 


(MENTAL FISSION AND NUCLEAR FISSION) 


The task of meeting the problem of mental dis- 
ease in Massachusetts, in its mass aspect of a pa- 
tient population of approximately 30,000 people, is 
not without its discouraging moments. A Commis- 
sioner sometimes has beautiful dreams in which the 
only problem is the baffling mystery of mental dis- 
eases themselves. In those dreams there are plenty 
of able doctors, technicians, nurses, attendants; 


there is no shortage of supplies; a dull diet is never 
part of the pleasant surroundings of each patient; 


the community is alert to the knowledge that more 
hospital beds are occupied by mental patients than 
for all other categories of patients and is unani- 
mously anxious to improve the situation; the com- 
missioner is able to do everything the staffs rea- 
sonably desire and every division of the state gov- 
ernment is breaking its neck to help; there are no 
politicians with side motivations; and the com- 
missioner, of course, is the embodiment of every- 
thing that is excellent in the physician, the admin- 
istrator, and the executive of the legislature’s will. 


A quick look into the past history, perhaps the 
18th century in mental disease care, to which the 
governor would not have us return and the dream 
takes its proper place as a goal to be sought—not 
a lollypop peevishly denied. 


And so it is, to those of us who happen to to be 
in positions of immediate public responsibility, that 
your very presence in this place is a tonic. Your 
presence is testimony of a continuing desire, de- 
spite less than optimum conditions, of the younger 
men for professional competence. This meeting on 
Psychotherapy has, I know, been an aid in the 
search for greater skill in relief of the individual 
disaster of mental illness. 


The indispensable condition of progress in our 
work is that there be more trained brains to work 


*The papers in this Symposium were read at a meeting 
of The Massachusetts Society for Research in Psychiatry 
held at the Cushing Veterans Administration Hospital, 
Framingham, Massachusetts, November 4, 1947. 


on the mental health problem; more brains to apply 
the knowledge we now have in the field of mental 
illness, more brains to increase that store of knowl- 
edge. 

You are among the men who have seen fit to use 
your brains, prefrontal lobes and all, in the under- 
standing of your fellow man. And so, in this year 
of crisis, of world-wide misunderstanding and con- 
flict, you belong in a most select group. 

There is, yet, much misunderstanding of what is 
mental disease and what is mental health. It is 
with this in mind, that I think of one particular 
case history. 

He was not as it happened, one of our Massachu- 
setts patients. I shall not give you an exhaustive 
case history—a few items from it will serve my pur- 
pose. He was the product of a childhood environ- 
ment which included an overbearing father and a 
more indulgent mother. He was a veteran of World 
War I. Like so many others after that war and 
this latest one, he could not make a successful eco- 
nomic adjustment. In time, he developed symptoms 
indicating at a distance that he was suffering from 
delusions of grandeur. There was considerable evi- 
dence of projection. In the last stage of his illness, 
he imagined that he was commanding non-existent 
armies and that he embodied in himself the attrib- 
utes of historic and heroic figures. Eventually, be- 
fore he could be committed, he was a suicide. 

From the information available it would seem 
that this was a tragedy of distorted personality of 
the sort with which we, as physicians, have fre- 
quently had to deal inside and outside of our insti- 
tutions. The really tragic thing about the particu- 
lar case is apparent when I tell you that I have 
been talking about a man named Adolf Hitler. 

And the unhappiest part of that tragedy was, 
even allowing for the persuasion of his oratory and 
the “persuaders” of the Gestapo, Hitler was accept- 
able to great numbers of presumably “civilized” 
people in his own country. He was not, I am proud 
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to say, ever acceptable to the psychiatrists of 
Europe. 

I must compel myself, too, to remember that this 
man and the people who permitted him power were 
products of what we have chosen to call western 
civilization. I am uneasy in the realization that 
some numbers of people in the United States are 
not individually immune to the neurotic needs to 
which Hitler’s program of domination, aggression, 
projection, sadism, and homicide offered an answer. 

What Hitler lacked, what his German organiza- 
tion nearly achieved, was a decisive weapon of de- 
struction. We have it now. Others, we fear, will 
have it soon. We shall then be in danger of fearing 
them with the same fear we now find unreasonable 
in them. It is said, on every responsible hand, that 
the world is in present danger of destruction so 
great that the survivors will be forced to exist on 
a socio-economic level of several centuries past. 

As physicians, we know that, whatever the argu- 
ments of the leaders of nations, whatever the ver- 
dict of whatever history may be written, one thing 
has to be true—if this destruction comes to pass, it 
will be because of the fear and aggression of some 
people in some country. 

Now I am not suggesting that you and I, as phy- 
sicians, should roll up our sleeves and change our 
culture, thus reducing the ranks of the mentally ill. 
My appeal is more limited. I ask that we bear in 
mind: 


(1) That international conflict is caused by men. 

(2) That international wars, if they occur, are to 

be fought by men. 

That if humanity is to be saved, it will have 

to be by triumph of man’s understanding of 

man. 

(4) That ours is the special field of medicine 
which presumes to know most about why 
men behave like men. 


(3) 


My conclusion, obviously, is that we have a spe- 
cial responsibility, because we are the practitioners 
of the present knowledge which psychiatry has as- 
sembled on the subject of man. We have the op- 
portunity, as we discover it, to increase that knowl- 
edge. We may never be asked to share that knowl- 
edge by the leaders of public affairs to aid them in 
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the effort of man to use his “last, best chance on 
earth.” 

But we must have our best answers ready, should 
that call ever come. There is evidence that politica] 
leaders will give us the chance to help, from time 
to time. In our own commonwealth, the legislature 
has conceded very recently the principle that sex. 
ual psychopaths should be regarded as a medica} 
as well as a penal problem and that the huge socia] 
problem of alcoholism must be attacked at the meq- 
ical level primarily. Industry shows signs of aware. 
ness of the uses of psychiatric knowledge. The fed. 
eral Congress has accepted the principle of federa] 
concern with psychiatric research and mental 
health. The examples could be multiplied. 


My remarks may be considered, by some, to be 
in a large area, considering the special agenda of 
this meeting. But I am oppressed by the knowledge 
that, if answers are not provided, with or without 
our help, to the larger questions—the years in 
which we shall be holding meetings of this sort are 
limited. 

And my remarks, I would argue, are in point at 
any meeting of psychiatrists, for we are the people 
who deal at the greatest depth and intimacy with 
the stuff of which is made the most deadly of all 
weapons—man. 

To psychiatry, as much as to the social and phys- 
ical sciences and the art of politics, the atomic age 
poses with finality the question of survival of hu- 
man values as we know them. The study of nuclear 
fission in a neighboring technological laboratory 
leads to widespread effects for good or for evil. In 
just such a manner your studies and therapeutic 
efforts in the field of mental fiission are bound to 
lead to widespread influences for good or for evil in 
direct proportion to your successes. The patient, 
the community, the country, and—yes—the world 
can look for much from you. In this the Atomic 
Age, you, as psychiatrists, are, in my opinion, just 
that important—far more important individually 
and as a group than you have ever been before. 
Your interest, your enthusiasm, and your presence 
here today for the purpose of exchanging ideas on 
psychotherapy help make the future look brighter. 

CLIFTON T. PERKINS 
Commissioner 
Department of Mental Health 
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Problems in Teaching Short Term P sychotherapy 


WILLIAM F.. MurpnHy, M.D.,* and 
JOSEPH WEINREB, M.D.* 


A survey of the present day literature on 
psychotherapy of the neuroses reveals that 
therapists, as a whole, tend to utilize tech- 
niques that have been developed by the psy- 
choanalytic school. The associative type of 
approach to the patient is being stressed as 
well as the importance of life experiences 
beginning in infancy, the uncovering and 
mastering of instincts and emotions, and 
the awareness of, and utilization of, trans- 
ference reactions. Accordingly, the prob- 
lems encountered by residents learning the 
techniques of short term analytic psycho- 
therapy appear to be similar to those en- 
countered by pychoanalytic trainees. In this 
paper we shall discuss some of the problems 
most frequently encountered in training such 
residents in psychotherapy at the Cushing 
VA Hospital on the Convalescent N. P. Serv- 
ice where we treat for the most part severe 
psychoneurotic and psychosomatic cases. 

In practice, we tend to use the asso- 
ciative anamnesis approach of Felix Deutsch 
as much as possible. This approach com- 
bines a method of obtaining information 
with psychotherapy. As described in the 
literature,’*;* it appears deceptively easy 
but is in reality a most difficult type of psy- 
chotherapy to learn. It can be considered 
short term therapy inasmuch as it strives 
for limited goals. We realize fully that the 
uniqueness of each case, and the factors 
making working through of insight neces- 
sary, forbid any short cuts and that, as Dr. 
Deutsch has aptly remarked—‘Short term 
psychotherapy is really so long.” 

The system we use for training residents 
in this type of psychotherapy revolves 
around tutorial supervision of the resident’s 
cases by a senior psychiatrist. We feel that 
this is of basic importance rather than clini- 
cal conferences, seminars, and lectures. Res- 
idents arriving on the Convalescent N. P. 
Service have had six months of closed ward 
psychiatry and vary widely in previous psy- 


*Cushing Veterans Administration Hospital, Framing- 
ham, Mass. 


chiatric experience. We have found, how- 
ever, that the amount of previous experi- 
ence makes relatively little difference and 
illustrates the fact that it takes more than 
a good knowledge of formal psychiatry and 
the overt psychotic and psychoneurotic syn- 
dromes to fit a doctor to undertake modern 
associative psychotherapy. 


The most important single factor in de- 
termining the ability to learn and utilize the 
associative type of therapy appears to be 
the emotional maturity of the doctor and his 
freedom from anxieties and intrapsychic 
conflicts. This applies not only to the prob- 
lem of getting the resident to understand 
and appreciate the significance of the pa- 
tients’ and his own unconscious and irra- 
tional thought processes but is especially 
true as regards an understanding of the 
psychosomatic group of illnesses where as 
Deutsch‘ remarks the doctor “has relatively 
little conviction of the reality of the inter- 
action of the psyche and the soma and even 
less experience in dealing with it although 
to be sure he is well aware that theoretically 
there is such a relationship.” 

This maturity and freedom from anxiety 
on the part of the doctor is important for 
also another reason. The majority of doc- 
tors who take up psychiatry as a specialty 
do so in answer to a deep seated personality 
need. This, of course, applies to the choice 
vf any career but, in psychiatry, these needs 
are usually similar to those found in the 
patients they treat. Accordingly, many of 
the problems encountered in the training of 
residents in psychotherapy will parallel 
those encountered in the treatment of pa- 
tients; i.e., not only must the poor fellow 
acquire a new technique, but he must also 
submit to an analysis of the personality 
traits which interfere with the treatment of 
his patients. 

One of the earliest problems encountered 
was the overenthusiastic and uncritical ac- 
ceptance of psychoanalytic principles and 
techniques and a tendency to plunge into 
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full-fledged analytic therapy, couch and all. 
This was always more popular than the as- 
sociative anamnesis technique as it is much 
less fraught with the anxiety produced by 
facing the patient, especially through long 
periods of silence. Concerning this silence, 
most of the residents considered it as pun- 
ishing and irritating to the patient as to 
themselves and had difficulty in seeing not 
only how it was an essential part of insight 
therapy, but how it could mean forgiveness 
as well as punishment or, for that matter, 
neither. 

By far, the most common problem was 
the universal tendency of the resident to 
interpret the patient’s symptoms to him un- 
wisely, too frequently and too deeply, thus 
endeavoring to substitute intellectual in- 
sight for the self-revelation which is the 
true goal with any effective analytic psy- 
chotherapy. There would accordingly be 
created unsurmountable barriers and prob- 
lems in resistance with which they did not 
have the technical ability to cope. The ten- 
dency to confront the patient with the doc- 
tor’s understanding is an evidence of psy- 
chotherapeutic anxiety that appears in ex- 
aggerated form in those residents whose 
lengthy past experience in psychiatry, as 
measured in time, forces them to demand 
from themselves better than average results. 
The defensiveness of their behavior is fre- 
quently manifested by authoritative inter- 
pretations and a pinning down of their pa- 
tients with keen, if futile, logic. Hostile re- 
actions by patients to this form of approach 
are then mistaken for therapeutic triumphs 
in relieving latent hostility. 

As an alternative to the residents who 
“enlighten” their patients by engaging them 
in intellectual skirmishes, we have had the 
revivalist type who were not happy unless 
down on their knees wrestling with the un- 
conscious for the patient’s ego. This type 
liked hypnosis and amytal interviews, pref- 
erably highly emotional ones, and hoped 
that the abreaction of some dark secret mo- 
ments in the patient’s past would effect a 
miraculous cure. They were frequently un- 
able to understand either how abreaction 
could be used as a defense or the need of 
isolation of hyper-emotional behavior. When 
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their “cures” relapsed, it was felt that either 
psychotherapy was a hopeless proposition or 
that there must have been one more secret 
episode in the patient’s past that had been 
missed. In this hospital, we have found 
abreaction, especially with sodium amytal, 
more helpful in working through than in re. 
lieving symptoms. The use of amytal and 
hypnosis also has at times resulted in too 
much libidinal pleasure on the part of the 
therapist as well as the patient and has im- 
peded the therapy. 

In connection with the revival of the past, 
it has been a common mistake of the resj- 
dents to pay too much attention to childhood 
material which gave no evidence of being 
involved in the present conflicts. It has been 
occasionally difficult to get them to see that 
eliciting such material is a waste of time. 

There are two types of resistance that are 
incompatible with success in any type of 
analytic psychotherapy, i.e., that due to act- 
ing out and an isolation of the therapy from 
real life. One of the benefits of the hospital 
environment has been the fact that the resi- 
dent receives daily reports on the behavior 
of his patients from nurses, occupational 
therapy workers and social workers and has 
been thus better able to handle these types 
of resistance. Much more difficult to rec- 
ognize has been the acting out on the part 
of the therapist in response to that of the 
patient. Ward management problems also 
have frequently conflicted with the ideal 
treatment and emphasize the fact that the 
preservation or development of a reasonable 
ego is a prerequisite to effective analytic 
therapy. Needless to say, the doctor as 
well as the patient can isolate the psycho- 
therapeutic interview by his inability to he 
friendly and understanding. This is another 
manifestation of psychotherapeutic anxiety 
which has been common in some residents, 
especially those with strong unconscious 
passive homosexual strivings. 

Some residents cling to the idea that the 
transference relationship between patient 
and physician is merely a matter of like and 
dislike and are frequently as blind to its 
unconscious and unreasonable elements, 
consisting of the wish for love in the face 
of distrust, hostility and anxiety, plus the 
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defenses against anxiety, as they are equally 
unaware of the same unconscious and un- 
reasonable tendencies in themselves. The 
repetitive nature of the. transference reac- 
tion is not understood in many cases for the 
simple reason that the doctor’s narcissism 
is wounded by the feeling of playing “sec- 
ond fiddle” to persons important in the pa- 
tient’s past and his overestimating the effect 
of his therapeutic approach. Some allow the 
patient to manipulate the entire transfer- 
ence relationship more often than not and 
are unaware of being, in the language of the 
gridiron, “sucked in on every play” towards 
the fulfillment of the patient’s unconscious 
and often conscious goals. Unfortunately, 
this has at times led also to the supervising 
senior psychiatrist joining in the ride on 
the same merry-go-round. 

There are some problems which are es- 
pecially common with the associative ap- 
proach and one of these is the choice of 
stimulus words. The resident can easily 
give the patient the impression he is hunt- 
ing for some special type of material, and 
many patients will accordingly give out with 
that which is expected of theni in an at- 
tempt to please. This problem also is part 
of that tied up with the anxieties and blind 
spots of the therapist. Some residents are 
always looking for and finding aggression, 
some homosexuality, and others passive de- 
pendence. There is a tendency to get lost in 
a semantic jungle where words may mean 
their opposite and to pay too much attention 
to the echoes of their own ideas. Others 
never find certain obvious problems or mini- 
mize their importance. The doctor whose 
psychotherapeutic anxiety is easily aroused 
may continually find patients with whom it 
is not wise to tamper and want to discharge 
the patient precipitously. 


Another problem connected with the 
choice of stimulus words is the use of the 
patient’s own words or phrases, especially 
those most often repeated. These are used 
to facilitate the transference relationship by 
establishing an early “identification.” The 
residents uniformly tend towards too much 
use of their own terminology and “simplifi- 
cations.” At times they prematurely con- 
front the patient with the true meaning of 
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the words he has used and become irritated 
by his denying them, changing their mean- 
ing, or refusing to talk. 

In connection with the problem of acting 
out on the part of the therapist, it is neces- 
sary for the supervising psychiatrist to in- 
vestigate thoroughly such things as use of 
amytal interviews, hypnosis, the spinal tap, 
giving out of passes and, in short, the en- 
tire conduct of the resident towards his pa- 
tients. Episodes of unconsciously sadistic 
behavior on the part of the therapist have 
unfortunately occurred. 

Unlike medical students, few of the resi- 
dents have tended to over-evaluate immedi- 
ate reality factors as etiological rather than 
precipitating causes of psychoneurotic and 
psychosomatic disorders, although there is 
a definite tendency to diagnose the psycho- 
somatic group by exclusion. To avoid this, 
we have demanded in case presentations in 
clinical conferences that the doctor, when- 
ever possible, in each case to be able to for- 
mulate an actual dilemma occasioned by a 
conflict between environmental factors and 
the individual’s inner needs, to demonstrate 
his attempt at solution, and the relationship 
of the present methods of solution to those 
used in past conflicts of a similar nature. 
We have also asked that he demonstrate the 
conscious or unconscious significance of the 
illness or symptom complex and how it rep- 
resents a partial solution to the patient’s 
difficulties. The development of the resi- 
dents’ ability to do this has been extremely 
gratifying. One of the methods of organiz- 
ing information collected during the associ- 
ative interviews is the useful one of having 
the resident do so by filling out the stock 
history forms required by the Veterans Ad- 
ministration. We have found that review- 
ing the material in this way has been ex- 
ceedingly valuable to the residents and se- 
niors in the handling of complex cases. 

The secondary gain is frequently a large 
factor in the veteran’s illness due to the 
present pension system, and we have 
stressed the problem of recognizing and 
evaluating it, especially as regard a realistic 
goal. In the search for deeper dynamics, 
the residents frequently overlook the obvi- 
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ous. This is especially so in the case of the 
veteran who exploits a mild or moderate or- 
ganic illness to the fullest degree. At times, 
the opposite occurs, and the obvious sec- 
ondary gain is seen, but the underlying 
deep-seated feelings of inadequacy and neu- 
rotic conflicts indulging this gain are missed. 

A partial solution to these problems lies 
in the supervision of the residents’ cases by 
the senior psychiatrist, but in the majority 
of cases their faults are more readily de- 
tected than eliminated due to the fact that 
the majority of them are tied up more with 
the personal problems of the individual doc- 
tor than any inherent difficulty in the tech- 
nique. 

One difficulty is our inability to obtain 
complete reports. We do not encourage the 
taking of verbatim notes during interviews. 
Theoretically, it would seem the ideal man- 
ner in which a case could be supervised but 
actually it so constricts the patient-doctor 
relationship and concentrates the doctor’s 
attentions on the rational, manifest content 
of the interview that it prevents an ade- 
quate perception of the unconscious, emo- 
tionally determined links in the patient’s 
productions. We prefer that our residents 
take minimal notes and dictate or write 
down the material immediately after the 
session with the patient. We are, at present, 
engaged in installing an interphone sound 
system in which the patient-doctor conver- 
sations can be recorded from any one of 
eight offices and be used in “confronting” 
the doctors. Doubtless, the same resistances 


DISCUSSION OF PAPER: 


Dr. Murphy has presented some problems in 
teaching “Short Term Psychotherapy” in his pres- 
entation. He quotes Dr. Deutsch as having said, 
“Short term psychotherapy is really so long.” I 
cannot determine from this presentation whether 
we are discussing a problem of therapy that is to 
continue 2 weeks—6 weeks—or 6 months. In the 
schedule of a formal analysis, even 6 months would 
be considered “short term therapy.” 

I raise the point of time because of the very 
practical aspect of this problem in hospitalized vet- 
erans. We at West Roxbury have but 55 beds on 
our N. P. Service with no facilities for the closed 
ward type of case. These beds must be kept fluid. 
Our neurotics must be given active treatment 
quickly and so relieved of those neurotic or psy- 
chosomatic manifestations that led to their hospi- 
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to this will appear in the doctors as do go 
frequently in the patients. Also it will be 
impossible to keep the knowledge of this 
system from the patients and this, like the 
difficulty inherent in the stigma attached 
to an N.P. Ward and the fear of the patient 
that his statements will be broadcast to the 
nurses, et al., will interfere somewhat with 
therapy. It is hoped, however, that the ad- 
vantages from the standpoint of teaching 
will outweigh any disadvantage inherent in 
the method. 

It is our hope that with the aid of our 
recordings, clinical conferences, tutorial 
case work and seminars, we can develop a 
program calculated to produce a truly dy- 
namically oriented psychotherapist able to 
construct a vital and creative relationship 
between himself and his patients and able 
to understand their needs and potentialities, 
a therapist who understands what he is do- 
ing and why he is doing it, and is thus able 
to deal as rationally as possible with these 
highly irrational diseases. Despite the diffi- 
culties encountered, the development of true 
psychotherapeutic insight and ability in the 
residents has been such that we are con- 
vinced our goal is a realistic one. 
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talization as to permit them to he discharged into 
the community—their community—at the earliest 
possible moment. Only in this way can our limited 
bed capacity be utilized to the end that the great- 
est possible number of veterans may receive treat- 
ment to which they are entitled. Under the pres- 
sure many—if not most of our neurotics are dis- 
charged unwell—yet sufficiently recovered, to no 
longer require actual hospital care and the con- 
tinued occupancy of a bed. This experience, I have 
observed, merely confirms that of many others that 
prolonged hospitalization for cases of the sort to 
which I refer is inadvisable and detrimental for it 
fosters attitudes of dependency and further fixes 
in many instances, attitudes and convictions of in- 
validism. 

I am particularly impressed that the presentation 
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has stressed the “why’’—rather than the “what’— 
and that the dynamic approach to the complete ex- 
clusion of the descriptive has absorbed the writers’ 
interest and attention. 

Having learned why people think and act in an 
‘“jyrational manner” we can at least postulate theo- 
ries as to the method of correction of these deficits. 
How well we succeed will depend upon the effective 
solution of the problems raised by the reader, will 
also depend in as large a measure upon the wide 
variability of factors producing the patient’s prob- 
lems, intrinsic and extrinsic, and upon the emo- 
tional, intellectual and moral variables that exist 
‘among therapists. 
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Since psychiatric infancy, factors conditioning its 
thinking and its efficacy have produced eras—out 
of each one of which there has remained some pro- 
gressive thinking applicable to present day prob- 
lems. 


To offer a teaching program that did not have as 
its goal the presentation of this modern concept of 
psychotherapy would be to constrict its value to 
residents in training. Dr. Murphy is to be con- 
gratulated upon his presentation. It allows others 
who are now in teaching positions to take ad- 
vantage of his recognition of problems that must 
be faced. 
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sychotherapy of the Psychoses in a State Hospital 


ELVIN V. SEMRAD, M.D.* 


Psychotherapy of the psychoses in a state 
hospital presents many difficult problems. 
The physicians working in an institutional 
set-up will appreciate the magniture of our 
task, the needs for quickest possible results, 
the limitations of our staffs, the inevitably 
complex task of recognizing and character- 
izing appropriately the different types of 
psychotic reactions and the relatively poorly 
studied uses and misuses of psychotherapy. 
Our difficulties undoubtedly are due to our 
uncertainty of knowledge and confusion of 
thought. Successful results of psychother- 
apy of psychoses as well as less optimistic 
viewpoints had been reported in the litera- 
ture. Kraepelin and Bleuler felt that psy- 
chotherapy with seriously disturbed psy- 
chotic persons could not be done. Freud 
predicted in 1904 that it might be possible 
to treat the severely mental disordered with 
intensive psychotherapy, if, despite basic 
difficulties as he saw and outlined them in 
1914, psychoanalytic technique could be suc- 
cessfully adjusted to their specific needs. 
Karl Abraham reported several cases of de- 
pression which he treated with success. 
Clark and Dooley reported some encourag- 
ing results also. Myers, White, Sullivan and 
a number of American psychoanalysts and 
psychotherapists (Bullard, Steinfeld, Bar- 
temier, Knight, Fromm-Reichman) have 


*Boston State Hospital, Boston, Mass. 


done psychotherapy with psychotics. The 
appreciation of the concepts of unconscious 
motivation, of infantile sexuality, of psychic 
conflict, and of transference and resistance 
aided greatly in psychotherapeutic endeav- 
ors. 

A great impetus came from a better ap- 
preciation of the nature of integrated per- 
sonal functioning (Whitehorn) and the self- 
induced difficulties involved therein which 
emphasized the functioning of a person as 
a person and pointed to the utilization of 
such understanding in the strategy of treat- 
ment. Thus by close scrutiny of patient’s 
interpersonal attitudes as these become 
manifest and modified during the study of 
interpersonal attitudes, significant facts and 
insights are realized where the “patient as 
a person” has to be specially considered. It 
is observed that typically, through persis- 
tent or repetitive patterns of maladjust- 
ment in interpersonal relationships pa- 
tients develop “intolerable situations” from 
which they recoil into psychotic reactions. 
Through the study and utilization of the 
patient’s interpersonal attitudes, one is able 
to find or to engender helpful incentives and 
inner psychotherapeutic resources. The fo- 
cus of attention of the therapist then shifts 
from interpretability of symptoms to the 
emotional inter-relationship between patient 
and therapist. The personality, behavior, 
attitudes, life values, and capacity for em- 
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pathy of the therapist, comes under scru- 
tiny especially in their relation to their 
psychotherapeutic or psychonoxious effect 
on a patient. It is with the encouragement 
of this knowledge that we planned our psy- 
chotherapeutic approach to the psychoses at 
the Boston State Hospital. We do not have 
time-tested results or many statistics to of- 
fer. Our plan represents our efforts to 
learn. 

We appreciate the need of utilizing all our 
personnel who come into contact with pa- 
tients in a way that their effect on the pa- 
tient be therapeutic. Therefore the plan had 
to include and be modified to utilize the re- 
sources of at least three different groups of 
personnel, viz., the attendants, the special- 
ized workers as occupational therapists, so- 
cial workers, nurses, etc., and the physi- 
cians. 


Attempts are made to indoctrinate the at- 
tendant group to an attitude that is sincere, 
securiy-giving and helpful towards the pa- 
tients. This requires that the attendants’ 
feelings of security be strengthened and 
fortified by clarification of sentiments to- 
ward mental illness, as well as by clarifica- 
tion of the vicissitudes and importance of 
their role in their relationship with the pa- 
tient. We wish to stress the importance of 
the creation of a hospital atmosphere, a 
therapeutic atmosphere, a security-giving, 
sincere, helpful atmosphere that must be ex- 
perienced between everyone and anyone that 
comes in contact with the patient. 

Since most of our specialized allied work- 
ers come into contact with patients through 
some form of activity, whether it be creat- 
ing a vase in the occupational therapy shop, 
or repairing a mattress in the industrial de- 
partment, or arranging for a job by the 
Social Service, attempts are made to utilize 
this activity as an entree to establishment 
of a favorable interpersonal relationship 
with the patient. The worker is encouraged 
to participate freely in casual conversation 
with the patient. Rather than hold herself 
or himself to a questioning role or directing 
role, he or she are encouraged to make com- 
ments, listen, smile and do whatever seems 
appropriate to keep up a free and easy con- 
versation. We choose to call this activity 
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a “participation interview” (Whitehorn), 
The workers in turn meet in a round-table 
conference with the Chief of Service anq 
work out details of further participation ang 
a roster of “appropriate comment” which 
may be made to hasten the patients’ re. 
cathexis (or re-investment of interest in) 
of objects for more satisfying and reward- 
ing interpersonal relationships. 

The physicians practice both individual] 
and group psychotherapy. The details of. 
individual technique vary with the physi- 
cian’s skill and training but are mostly con- 
ducted face to face and grow out of the 
interview situation. The interview is used 
not only to elicit pathologic phenomena for 
diagnostic purposes but elicit and evaluate 
the patient’s attitudes to aid the physician 
in understanding the personality of the pa- 
tient. 

Constitutional factors, temperament, cen- 
tral nervous system structural dysfunctions, 
intelligence, environmental factors and per- 
sonality immaturity are assessed and util- 
ized only as far as they bear on a more 
proper evaluation of the patients’ aptitudes 
for dealing with anxiety producing situa- 
tions and persons, which are the expression 
of attitudes and sentiments growing from 
the patients’ experience. 

Psychotherapy begins at the very first 
contact with the patient in the sense of mu- 
tual understanding and rapport. It is very 
important to assess at this point the type 
of help the patient is willing to receive and 
grasp the dynamic personal forces manifest 
in the clinical phenomena, of how the pa- 
tient has been reduced to a second rate mode 
of adjustment and why he may be inclined 
to remain slumped in a relatively malad- 
justed state rather than to endure the dis- 
tress and anxiety involved in making at- 
tempts at a better personal adjustment. 
Therapeutic strategy is directed toward 
helping the patient deal with difficulties in 
personal adjustment. Thus the physician, 
by spoken words, gesture and attitude com- 
municates with the patient about the troub- 
lesome aspects of the patient’s life and by 
his reliability, considerateness, special ac- 
quaintance with human problems, which he 
recognizes, helps the patient bring his prob- 





iad, ee ee 2. | oe 








1948 


lems and their hidden causes to awareness 
and thus assists the patient toward a more 
effective and gratifying personal re-orienta- 
tion of attitude. He seeks to aid a patient 
in understanding personal issues and situa- 
tions and a more spontaneous participation 
in life. He begins his efforts with an analy- 
sis of situations. Often he utilizes those 
situations which manifest in his and the pa- 
tient’s interpersonal relationship. Often he 
finds that the most useful is the trivial sit- 
uation of the moment rather than the vital 
one which the patient is likely to face only 
with a protective rigidity. He thus sees 
larger issues in trivial ones and deals with 
them in a sort of “double talk,” basing his 
comments on what the patient means rather 
than what he actually says. Discussion pro- 
ceeds until both can use the same words to 
clarify issues acceptably. The physician 
takes his cues for “appropriate comments” 
(to be distinguished from interpretations) 
from the affects expressed in word and act. 
Through the respectful but candid interac- 
tion between the attitudes of the two par- 
ticipants knotty problems may be untangled 
with much greater effectiveness. The de- 
gree of subtlety necessary in “appropriate 
comment”’ seems to be proportional to the 
amount of anxiety a patient is experiencing 
in a discussion of an issue and should not 
be overdone. 

The doctor to be able to serve thus most 
efficiently must constantly re-evaluate his 
own behavior as motivated by his own inner 
forces, come to grips with the interpersonal 
issues of the moment, and maintain an at- 
titude of complete acceptance. He thus en- 
genders a patient’s trust, allows the patient 
to sense the “all rightness” of his infantile 
strivings and see and sense in the physi- 
cian’s behavior, in response to these, a 
source of new attitude or way of handling 
same. The physicians main security in ap- 
proaching such a big order is his own hon- 
esty and constant search for his own ma- 
turity. He needs to develop a sound under- 
standing of his own attitudes as they bear 
on the patient’s problem lest he impose on 
the patient new difficulties. 

In a short paper like this, it is not pos- 
sible to go into details of technique and 
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therefore I shall try to enumerate common 
denominators of principle which impressed 
us from our experience, however, in most 
instances previously described by other 
workers. 

Apropos to the matter of varying physi- 
cians’ skill, it strikes us that one of the 
principal differences between the highly 
skilled and the less skilled psychiatrists lies 
in the greater ability of the former to sense 
the nature of the personal issues which the 
patient is preoccupied with and in the cor- 
related ability to utilize the patient’s own 
words in clarifying these issues acceptably. 
The physician must be on the alert so that 
old fallacies are not revived to allay his 
frustrations. The common fallacies to avoid 
are: 

1. That no doctor-patient relationship can 
be instituted with psychotics. 

2. That most of the patients’ communica- 
tions are not understandable. 

3. That the psychotics’ tendency toward 
health and his wish to change are not suffi- 
cient to work with. 

4. The preoccupation with search for 
cause rather than handling of behavior in 
terms of its meaning in terms of the pa- 
tient’s needs and situational demands put 
upon him. In our experience a patient’s 
participation is increased by the desire for 
understanding and an appreciative response, 
so easily shown in appreciative listening 
with due courtesy and respect. This enables 
the patient to clarify his commnications and 
demonstrate his desire to get well as he 
could see his way clear to do so. 

The physician must be on the alert to 
develop: 

1. An appreciation of non-verbal cues. 

2. An avoidance of unprofitable argu- 
ments in word or act. 

3. An appreciation of the relevance of 
“irrelevant talk” coming so often when the 
patient feels the need for self-justification. 

4, Awareness of the fact that emotional 
experiences are part of normal personality 
functioning. Anxiety and emotion, even of 
a crude and disorganizing sort may serve a 
biologic function in stirring up reserve re- 
sources and forcing needed changes in at- 
titude. Some degree of emotionality is ap- 
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parently essential in the development and 
operation of all useful sentiments. Un- 
healthy deviations in personality develop- 
ment arise through the miscarriage of emo- 
tional functioning, rather than through 
emotion. The particular psychotic abnor- 
mality lies characteristically in the inap- 
propriateness of reactions to actual situa- 
tion, and in the extraordinary persistence 
of the patient in maintaining these emotion- 
ally distorted misconstructions and faulty 
evaluations of the situation. 

5. Appreciation of the need to let the pa- 
tient keep his self-defensive, self-assertive 
behavior until such a time as he can allow 
himself to feel free without it. 

6. Realization that an uncritical belief in 
constitutional determinism is not too infre- 
quently a convenient balm to the frustrated 
therapist. 

7. Realization of his responsibility in not 
abandoning the treatment once the patient 
attempts to reject him. This may go on for 
days and weeks and seems to be related to 
the patient’s desire to test the trustfulness 
of his doctor. 

The ever-present questions that have to 
be answered are: What does the patient’s 
behavior mean? To what “hurt” or anxiety 
is it an answer? How has the patient han- 
dled it in the past? What are the clues to 
it manifest and observed in the therapy sit- 
uation? How does the therapist’s behavior 
effect that of the patient? How can a basic 
relationship be established whereby the pa- 
tient will feel complete trust in his physi- 
cian and experience confirmation for self- 
forbidden feelings and thus will gain 
strength to proceed in clarification of his 
inner concern and develop new ways to deal 
with same. It has been stated that the be- 
havior of the therapist in an all accepting 
manner (i.e. with minimum hostility toward 
the patient), is probably the most decisive 
factor in making it possible for the patient 
to discuss those disturbing feelings within 
him, related of course to the earliest periods 
in his or her life, feelings which were pres- 
ent before words for adequately character- 
izing them were known. Later these when 
re-experienced in interpersonal relationship 
create considerable anxiety and distress be- 


108 





APRIL 


cause of the adult connotations of such. Jt 
is not surprising that Rosen can report such 
excellent results with his patients when he 
grasped the significance and deep meaning 
of these and made it possible for same to 
come up for clarification in the setting of 
his excellent relationship with his patients, 

Issues that need to be clarified, of course, 
vary in detail, from personality to person- 
ality, but with a great deal of frequency one 
observes that the patient showing predomi- 
nant manic or depressive symptomatology 
is preoccupied over issues involving respect 
and self-respect to and towards others, 
These issues are frequently brought to a 
head by deprivations in real life or concealed 
equivalents of which the patient is unaware. 
Schizophrenics are more concerned about 
affection. Preoccupied over the lack of this 
most elementary basis of acceptance by 
others they feel fundamentally rejected and 
their most elementary incentive to social 
conformity dissolves and therein personal- 
ity structure becomes prone to dilapidation. 
Awareness of this deep issue may help 
greatly in the difficult task of establishing 
tactful contact with schizophrenic patients 
whose illness is being used as a refuge from 
potentially ’ bruising emotional entangle- 
ments. So far as the psychotic adjustment 
has alleviated the patient’s anxiety to that 
extent he becomes unaware of it. Conse- 
quently the more psychotic he is, the less he 
may realize he has been solving his anxiety 
in that way or even that he has any anxiety. 
Furthermore, it is doubtful whether he can 
immediately face and clearly appreciate the 
anxiety to which his symptoms are a de- 
fense and therefore needs support from the 
therapist to face it. In the more difficult 
cases the physician may have to go back to 
items of “unfinished business” in which the 
disabling pattern was resorted to and help 
the patient complete the business in a more 
permanently successful and gratifying way 
compatible with a reasonably high measure 
of self-esteem. Some patients may be helped 
to rediscover and utilize capacities and in- 
terests, the expression of which may lead to 
more genuine gratification. Sometimes the 
patients’ defenses, troublesome and hinder- 
ing as they may be, have considerable value 
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in maintaining some kind of stability and 
the therapist should not attempt to blast 
them away without careful provision of 
other supportive measures and thoughtful 
consideration of the patients’ alternative 
modes of adjustment. Suffice it to say here 
that if a patient cannot endure much anx- 
iety, attempts at a radical readjustment are 
likely to be defeated. It may be said that 
satisfaction in human life is gained through 
successful expression in a manner which 
maintains emotional security and self-assur- 
ance through the affection and respect of 
others and may be well set as the goal of 
therapy, considering the total conditions un- 
der which we work. Recovery means being 
sufficiently aware of his previous difficulties 
in interpersonal relationships so that he 
may become able to reach out for that which 
means security and satisfaction to him, be 
it ever so different from the conventional 
patterns of interpersonal relationship in his 
culture. 

Our group technique is essentially a “par- 
ticipation technique,” in which the physician 
plays the role of a “catalyst,” participating 
freely in casual conversation with the group 
on any subject the group may wish to bring 
up. He does not hold himself to a question- 
ing role, but makes comments, listens, smiles 
and does whatever seems appropriate to 
keep up a free and easy conversation. Thus 
like in individual therapy in the main, 
through his reliability, considerateness, spe- 
cial acquaintance with human problems and 
his skill in recognizing them, he assists the 
group toward a more effective and gratify- 
ing orientation of attitudes, both in relation 
to a better understanding of personal issues 
and situations and to a more spontaneous 
participation in life. As in individual ther- 
apy, the patients need to test out the situa- 
tion and devote several hours to expressing 
hostility which is shown in so many forms 
as the patient has at his command, chiefly 
by utilizing the hospital and the situation it 
produces. This amount of agreement seems 
to foster a great deal of group identification 
and unity and then makes it possible for 
patients to freely express anxiety-laden psy- 
chotic material, which after repeated dis- 
closures is finally met by attempts of various 
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members of the group to explain it. It must 
be said that some of the most astute ob- 
servations are made by the patients. Grad- 
ually the material discussed takes on a more 
personal quality related to personal and in- 
terpersonal feelings. Patients introspect, 
mutually criticize and work through these 
emotional problems. After this comes their 
attempt to deal with more reality issues, im- 
portant in their future lives. 

The community rehabilitation and follow- 
up in the service of constant reality testing 
is a fundamental aspect of the work and in- 
volves the physician-social worker team 
coming to terms with the patients coming 
back for support periodically, as needs arise, 
until such a time as they can carry on on 
their own. 

In conclusion I should like to say I tried 
to present observations made mutually by 
our group, in our efforts to learn about psy- 
chotherapy of psychoses. Most of our ob- 
servations were recorded by others before 
us although to us they at first seemed new. 
We hope that these will stimulate you suffi- 
ciently to comment from your experience on 
our work so that we can enrich it in the fu- 
ture. 
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DISCUSSION OF PAPER: Harry Michelson, M.D. 


administered in the home of the patient and in pri- 
vate offices without any psychotherapeutic attempts, 
it is encouraging to see state hospitals mobilizing 
their facilities to gain more understanding of the 
psychopathological manifestations underlying the 
psychosis. That there is an innate desire on the 


Dr. Semrad’s paper deals with a most timely sub- 
ject. State hospitals are emerging from a post-war 
lethargy. The management of patients is no longer 
limited to diagnosis and classification but also in- 
volves psychodynamic evaluation and treatment. At 
a time when shock treatments are indiscriminately 
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part of the hospital psychiatrist to help, where help 
can be given, is evident from the status of a “per- 
sona grata” the few neurotics in our hospitals en- 
joy as far as psychotherapy is concerned. 

I share Dr. Semrad’s opinion that institutional 
psychotherapy is faced with a tremendous difficulty. 
Lack of an adequate medical staff—adequate both 
as to number and as to training—is one of the 
greatest handicaps. Recent claims of psychoana- 
lysts and non-psychoanalysts in the treatment of 
psychosis (Rosen, Reichman, Menninger, White- 
horn, and others) should put systematic and organ- 
ized training in these fields within reach of doctors 
whose means are limited, but whose interest in the 
field of therapy is acute. Psychotherapy is a very 
highly specialized and difficult work and requires 
long training and experience and cannot be learned 
from books. A nursing staff well-trained and ma- 
ture with some understanding of dynamic aspects 
in the behavior of psychotic patients and intelligent 
reactional and occupational instructors are essential 
in our psychotherapeutic efforts. I also wish to em- 
phasize the importance of team relationship be- 
tween the psychiatrist and the clinical psychologist 
whose studies of personality structures are essen- 
tial in our psychotherapeutic endeavors. Confer- 
ences devoted exclusively to psychotherapeutic dis- 
cussions are of great help to stimulate therapeutic 
strategy and thinking in dynamic terms. Needless 
to say that the creation of a therapeutic institu- 
tional setting in a pleasant environment with an 
atmosphere of genuine understanding, kindness and 
respect is of paramount importance. 

With due respect to the painstaking outline of 
therapeutic procedures based on knowledge of prin- 
ciples of personality functions Dr. Semrad revealed 
in his paper, I cannot help voicing a note of re- 
straint and pessimism in the psychotherapeutic 
management of psychosis. This, in spite of the fact 
that we are convinced that the psychosis in its early 
stages is not outside the province of psychothera- 
peutic influence. The approach through distribu- 
tive analysis and synthesis—and if I am not mis- 
taken this is in substance the method used by the 
Boston State Hospital group—can only be helpful 
where personality assets are sufficiently intact and 
the patient is so capable to grasp and accept the 
therapist’s comment and efforts at re-education. In 
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our evperience it appears that when distortion of 
reality, thinking disorder, regression and loss of 
abstract attitude have advanced, factors which are 
essential to establish a successful affective relation- 
ship with the therapist, little or no effect with psy- 
chotherapy alone can be obtained. In early cases 
of schizophrenia and affective psychoses, the appli- 
cation of a few shock treatments preceding psy- 
chotherapy have paved the way to a better rapport 
with the patient and the establishment of a closer 
patient-physician relationship. 

We are fully aware of the fact that shock treat- 
ments alone do not remove the underlying conflict 
material and that intensive individualized psycho- 
therapy is essential to fortify the gains. In some 
cases we make use of catharsis with the help of 
sodium pentothal and evaluate the material ob- 


tained in an ecclectic manner using psychoanalyti- 


cal and non-psychoanalytical concepts to clarify if 
possible the dynamics of psychotic behavior. Early 
and full use is made of our occupational and recrea- 
tional facilities as an adjunct to psychotherapy. 
However, we must admit that as yet our endeavors 
have not been very encouraging, certainly not in 
advanced cases. Our experience with group psy- 
chotherapy ‘is still very meager and has been lim- 
ited to a group of neurotic or mildly psychotic pa- 
tients. We are unable to draw any definite conclu- 
sions as to the efficacy of such procedure at this 
time. 

The approach by direct analytical therapy as 
practiced by Rosen, Reichman, and others has not 
yet been tested by time. In its present form it is 
hardly applicable in state hospitals because of lack 
of analytically trained psychiatrists and because of 
its time consuming character. The difficulty in a 
scientific evaluation of any psychotherapeutic proc- 
edure is the fact that in contrast to other medical 
fields, a psychosis does not always develop under 
exactly the same conditions and psychotherapy has 
to deal with so many diversified elements entering 
into human reactions. Further intensive research 
should be encouraged. We should concentrate our 
attention on those cases where what appears to be 
spontaneous recoveries with little or no constructive 
treatment occur in psychoses of long standing, since 
the knowledge of same might not only determine 
our therapeutic strategy, but also throw more light 
on the as yet undetermined etiology of psychosis. 
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P sychotherapy in the Outpatient Clinic 


SIDNEY L. SANDS, M.D.* and 
IRENE T. MALAMUD, M.A.* 


The purpose of this paper is to discuss the 
growth of psychiatric effort in yet a new di- 
rection—that of psychotherapy in an out- 
patient clinic. We feel we can best make 
our point by a slight departure from the 
ordinary method of presentation. We do our 
work in the Outpatient Clinic of a General 
Hospital and believe that a brief history of 
the Clinic is essential for an understanding 
of our conclusions and attitudes. 

Worcester is an overcrowded, industrial 
city. Its large working class is divided into 
many closely knit racial, religious, and 
national groups. Conflicts at many levels 
are almost universal; between individuals, 
groups, and generations in the same group. 
Inadequate housing and zoning, and absence 
of more metropolitan recreational diversions 
lend to the burden of its citizens. Depend- 
ency of the bulk of its people upon large 
industries has created a difficult economic 
situation with many bitter chapters in its 
history. The impact of mobilization and 
demobilization has been keenly felt. 

In February, 1940, Dr. and Mrs. Malamud 
offered to open a psychosomatic clinic in the 
Worcester City Hospital Outpatient Depart- 
ment. They recognized the need for such a 
clinic on three bases. First, it was recog- 
nized that there were many people with 
relatively minor psychiatric conditions need- 
ing treatment, but unable to get it. Sec- 
ondly, our own state hospital with its 
responsibilities for training young psychia- 
trists needed contact with those cases not 
ordinarily found within the institution. 
Thirdly, and perhaps motivating the whole 
idea, was the challenge of the times. How 
could the state hospital fit itself successfully 
into the active community and make a posi- 
tive contribution in terms of education, pre- 
vention, treatment, and early diagnosis 
where serious mental disease was present? 
How would we be received—by other clinics, 
by social agencies, by the people? 





*Research Service, Worcester State Hospital, and the 
Psychosomatic Clinic, Worcester City Hospital. 
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As is always true of a new community 
venture, the growth of the Psychosomatic 
Clinic was slow at first. In the beginning, 
most of the cases were those with chronic 
conditions referred from other clinics asggo- 
ciated with the City Hospital. Early in 1943 
however, a tremendous impetus was given 
by the establishment of the Clinic as a con- 
sultant resource for the Veterans Service 
Organization. The Research Service of the 
Worcester State Hospital had for some time 
been studying veterans who had developed 
psychoses in service, but it was recognized 
that these were a small proportion of the 
psychiatrically sick returning to the com- 
munity. It was the increasing number of 
these latter that moved the Veterans Service 
Organization to enlist our aid. 

The press of cases became so great that 
it was soon obvious that any adequate pro- 
gram we might undertake necessitated the 
cooperative efforts of all resources, not only 
within the Clinic, but within the whole com- 
munity. In recognizing this and in taking 
appropriate action, we made our first real 
strides. 

Structurally, the Clinic organization orig- 
inally consisted of two psychiatrists, a vol- 
unteer social worker, and a psychologist. 
The Clinic met one afternoon each week. As 
the case load increased and our problems 
became more varied, changes had to be 
made. At present, the afternoon Clinic con- 
sists of seven psychiatrists, two social work- 
ers, and a psychologist. An evening clinic 
meeting weekly has been established to pro- 
vide longer interview periods for selected 
cases. All personnel are regular members 
of the state hospital staff. 

More important than thestructural changes 
were the functional ones. The cooperation 
of interested medical men and other clinics 
was enlisted. Every social agency and in- 
dividual capable of working with us was in- 
vited to participate in our work. The Clinic 
sponsored courses and single lectures for 
groups of industrialists, foremen in large 
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factories, clergymen, women’s clubs, and so- 
cial agencies. A big stride was made with 
the founding of a Community Case Com- 
mittee comprised of workers from various 
agencies concerned with specific cases. 

The result has been a real integration of 
the Clinic into the life of the city, proven 
not only by the number of referrals, but by 
the sources from which they are sent. The 
peak of the wave of veteran referrals has 
passed and we are seeing young people with 
home, school, and community problems. We 
are seeing more of the middle- and old-aged, 
with their special difficulties and we are en- 
countering more and more psychosomatic 
disorders referred directly to us from social 
agencies and industry. 

And what has this done to those of us in 
the Clinic? It has made us aware of the 
fact that in meeting a critical situation we 
worked as a “clinical team” and that now, 
though the more difficult days have passed, 
we continue to function best as a clinical 
team. In order to evaluate this more criti- 
cally, let us examine the material with which 
we work, where they come from, and what 
they offer as presenting symptoms. 

Table I indicates the case load over a 
three-year period. The average visits per 
patient have been calculated for the last 
year. 


TABLE I 
CASE LOAD 
PSYCHOSOMATIC CLINIC 
Period New Returns Total 
July 1944—June 1945 174 562 736 
July 1945—June 1946 392 1185 1577 
July 1946—June 1947 218 1305* 1523 


*average visits per patient=—7. 


Table II is a list of the sources from which 
our patients come. We are particularly 
pleased with the variety, denoting the ef- 
fectiveness of our educational program and, 
we hope, our results, 


TABLE II 


SOURCES OF REFERRALS 
1. Welfare: (a) General Relief Office 
(b) Aid for Dependent Children 
(c) Old Age Assistance 
(a) Veterans Administration 
(b) ” Service Center 
(c) de Guidance Center 


2. Veterans: 
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Red Cross 

. YMCA - YWCA 

Family Service Organization 
Travelers Aid 

. Probation Office 

. Industry (a) Plant Physicians 
(b) Personnel Directors 
(a) Clinics 

(b) Private Physicians 


GID TB w 


9. Medical: 


10. Churches 
11. Voluntary or Family 


Table III shows the age distribution of 
new patients seen during the period July 1, 
1946 to June 30, 1947. Even with veterans 
eliminated, the largest number of cases are 
those in their twenties. 


TABLE II 


AGE DISTRIBUTION 
(218 Patients) 


Years Percent 
NODS. coi ccassnsitzpectccecadecsexccsusveceteuenceutentuadtocsserass 0.5% 
Be a scopic ctscecesoncuiedsndananecdcaseachivbsctemsansduecdeeee 20.2 
NO st cite ceicastict nce Sends Salaccimceticceussdedion vant, 53.6 
Osc Fu cha sulasisles Gunscscbeweassusadacead cueszaveetetedee 16.8 
OOM Set esac ratvec votcteshcsisiletiasBclocdvaudsndcadat hedeccutts 6.4 
Reet I cata t acta e ener Mihai AOD 2.0 
acs cs sisnhcurcs vss vacuous tnsrarttataieteedee tes 1.5 


Of what do our patients complain? In 
order to present this graphically and sys- 
tematically, it has been necessary to exer- 
cise a little license. We wished to demon- 
strate the specific complaints of the patients, 
but they are so varied that it was necessary 
to set up general classes and arbitrarily 
place cases where they best fitted. Further- 
more, many patients’ problems could only 
be elicited by questioning and one often ob- 
tained not a list of symptoms, but a state- 
ment of adjustment difficulties. Table IV 
indicates the general types of symptoms and 
their frequency. We felt it singularly ap- 
propriate to look for symptoms as they oc- 
curred in certain broad classes. Note that 
these classes cover the purely psychological, 
the diffuse somatic, the specific somatic, and 
also those with no complaints. Certain items 
require further clarification. Under “Psy- 
chological, Other” we include such items as 
loss of interest, confused feelings, feelings 
of inferiority, inadequacy, or unreality, diffi- 
culty concentrating, and more or less spe- 
cific adjustment problems such as dissatis- 
factions, religious conflicts, etc. Under “Dif- 
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fuse Somatic” are such items as general 
malaise, sweating, ease of fatigue, seizures, 
weight loss, etc. Under “Organ or Tissue 
Localization, Other” are included tinnitus, 
vertigo, panesthesias, disturbances of taste 
and smell, etc. Those with no complaints 
consist largely of students or applicants for 
on-the-job training referred for evaluation. 


TABLE IV 
MAIN COMPLAINTS 
Psychological 226 (46.3% ) 

Tension 96 
Irritability 35 
Sleep Disturbance 26 
Depression 17 
Obsessions - Compulsions 12 
Alcoholism 5 
Speech Disorder 5 
Sensitivity ; 4 
Amnesia 2 
Other 24 


82 (16.2%) 
150 (30.5% ) 


Diffuse Somatic 
Organ or Tissue Localization 


Gastro-Intestinal 51 
Headache 32 
Skeleton-Muscular 22 
Genito-Urinary 10 
Cardiovascular 8 
Respiratory 8 
Visual 4 
Skin 3 
' Other 12 


No Complaints 24 (7.0%) 


It is interesting that the greatest number 
of symptoms occur in what we have called 
the “Psychological” group. If nothing else, 
it indicates that referring agencies recog- 
nize these symptoms and the need for treat- 
ment. The relatively high number of spe- 
cific organic complaints also indicates that 
medical and surgical clinics and even social 
agencies are alert to the implications of psy- 
chosomatic medicine. 


What happens to the average patient vis- 
iting the Clinic? He is registered by the 
hospital and sent to our section. There he 
is first seen by the social worker who has 
usually received by telephone or letter from 
the referring agency a statement of the rea- 
son for the consultation. The social worker 
really introduces the patient to the Clinic. 
Her approach is keyed to the patient’s needs 
and there is no rigid history-taking. Fre- 
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quently her first contact consists of soothing 
the apprehensive, reasoning with the resent- 
ful, and cheering the depressed. Flexibility 
of approach is mandatory. She introduces 
the patient to the physician and explains the 
general situation. The physician quickly 
determines the nature of the problem, es- 
tablishes a basis for future work with the 
patient, and maps out a tentative program. 
On Saturday morning the Clinic staff meets 
and discusses the case. The psychiatrist, 
psychologist, and social worker make their 
recommendations and an active program is 
formulated. Everybody has a part to play 
and each member may be responsible for en- 
listing the aid of still other individuals and 
groups. 

The relationship between the psychiatrist 
and the patient is the central feature in the 
work with all cases. The psychiatrist must 
be flexible in his methods and be ready at 
times to yield much of the work to other 
members of the team, but he is the one who 
is responsible for the patient and the success 
of the treatment program must depend very 
largely on the patient’s response to him per- 
sonally. The physician must be aware at all 
times of this close personal relationship and 
his knowledge of dynamic psychiatry will 
render more effective his handling thereof 
as well as his recognition of important fac- 
tors in the life history of the patient. 


The specific role and technique used by the 
physician necessarily varies considerably 
and it is most important that he be able 
quickly to determine the needs of a given 
case. At times we see cases in which weekly 
interviews over a period of many months 
constitute the main feature of the work. 
Such a case is illustrated by that of a young 
man suffering from mucous colitis of fairly 
recent onset. This condition climaxed a long 
history of maladjustments rooted in child- 
hood experiences and aggravated by certain 
situational factors. The physician utilized 
face-to-face interviews at all times. During 
the first few sessions the physician deter- 
mined the nature of the symptoms, a brief 
history of their development, and the extent 
of current adjustment problems. The form 
of psychiatric treatment to be used was ex- 
plained in simple terms. Thereafter, a non- 
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directive, permissive attitude was observed. 
He was encouraged to talk freely, to let his 
feelings out, and to disregard any rigid 
chronological frame of reference. Gradually 
he began to appreciate new relationships in 
the items of history, to recognize his own 
as well as other’s roles in his life, and on en- 
couragement from the physician he actively 
dealt with current problems as he acquired 
insight into older ones. Soon he was able 
to substitute new ways of adjusting for his 
symptoms. In the course of therapy it was 
learned that the “housing situation” was 
seriously disturbing his marriage. The so- 
cial worker was called in consultation and 
she was able to find a place for the family. 
This change in the environment reflected it- 
self most gratifyingly in the patient him- 
self. His contact with the social worker 
prompted him to solicit her advice regard- 
ing sex information for one of his children. 
The success of this did much for his self- 
esteem and facilitated the progress of psy- 
chotherapy itself. 

At times the psychiatrist finds the thera- 
peutic program at an impasse or he may 
suspect the presence of important factors 
but be unable to arrive quickly at precise 
definitions or diagnoses. In such cases he 
may ask the psychologist to work with the 
patient. This may concern patients where 
the intelligence level is important or organic 
factors may be present. At a more sophis- 
ticated level, we have in mind a young man 
referred to the Clinic because of headaches. 
Physical examination was negative, but de- 
spite his enthusiasm for psychiatric aid, 
little progress was being made and there 
was the temptation to probe more actively. 
The psychologist then spent several periods 
with him and from the studies she made, 
especially the projective tests, an incipient 
schizophrenic breakdown was detected. The 
pace and form of therapy was then modified 
and certain dangerous possibilities were 
thus averted. 

In some cases the situational factors are 
in the foreground and require the principal 
efforts of our team. In such instances, the 
psychiatrist must alter his technique and 
must shift the burden of work to those 
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equipped to handle it. A patient with post- 
concussive personality changes was referred 
tous. The history revealed certain qualities 
of the premorbid personality which appeared 
to have influenced the course of his condi- 
tion. It was also discovered that he was 
destitute, but extremely anxious for inde- 
pendence through running a chicken farm. 
He was bitter, irritable, and resentful, and 
as can be imagined, in conflict with official 
and non-official society. The psychiatrist, 
convinced that the patient had salvageable 
assets, sought help from the social worker 


and an active rehabilitation program was 


undertaken. The social worker persuaded 
several agencies to regard their work with 
this patient as an investment in human val- 
ues rather than the administration of a dole. 
They advanced considerable sums of money 
to support the patient through the period of 
active treatment and later into a small 
chicken farm. It was a difficult and trying 
situation needing the constant attention of 
the social worker. Meanwhile, the psychia- 
trist helped the patient to understand his 
own vulnerabilities, and as situational fac- 
tors arose which disturbed the patient, the 
physician aided in interpreting society to the 
patient. In the terminal phase of our work 
with him, the contact was mainly with the 
social worker and the physician saw him 
only briefly and then more in the capacity 
of counselor. 

In summary, we have tried to present the 
picture of a Clinical team, born of necessity 
and preserved deliberately as it-has proven 
its ability to meet a given situation. In 
countless communities there is increasing 
need for the services of those trained in 
dealing with adjustment problems. These 
communities need psychoanalysts, and they 
need more and better hospitals. In addition, 
and perhaps most of all, they urgently need 
clinics working in close cooperation with 
their general hospitals and social agencies 
to deal with the legions of people who can- 
not obtain psychoanalysis and do not need 
hospitalization. Such clinics render numer- 
ous, far-reaching services to the community 
as well as the patient, and in our opinion, 
these services are best rendered when the 
clinical team idea is realized. 
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DISCUSSION OF PAPER: Robert T. Fleming, M.D. 


I have the impression from the foregoing report 
on the Psychosomatic Clinic at the Worcester City 
Hospital that it is good for a general hospital to 
have psychiatrists actively working on its staff and 
also that it is good for psychiatrists to work in 
close functional relationships with internists, sur- 
geons, gynecologists, dermatologists pathologists 
and so on. While psychiatrists have much to offer 
—namely, a point of view and certain techniques— 
they also have much to learn and there is no better 
place than the outpatient department of a general 
hospital to get this education. 

It is a protection for the patient (and the psy- 
chiatrist) to have ready access to the laboratory 
and diagnostic facilities of a general hospital and 
it is valuable experience for the internist and other 
non-psychiatric physicians to deal with functional 
problems more or less under the surveillance of a 
psychiatrist. 

I was particularly interested in this paper because 
of my own experience for ten years in the Psychia- 
tric Clinic of the Peter Bent Brigham Hospital 
which was organized in 1936. It is striking how 
closely parallel the experience at Worcester has 
been with ours in Boston although the organization 
of the Worcester Clinic with its laudable emphasis 
on team work contrasts with the structure of our 


clinic where all the cases were routed through a 
central “clearing house” clinic and then on to spe- 
cial sub-clinics depending upon the type of cage. 
However, the clinical material with age and symp- 
tom distribution was very similar in the two clin- 
ics and, I have no doubt, the therapeutic results 
would tally up about the same. 

One thing that has struck me again and again, 
particularly in dealing with patients of marginal 
economic status, is how important current situa- 
tional factors can be in determining or precipitat- 
ing psychiatric symptoms. Why must psychiatrists 
continue to think rigidly, uncritically and blindly 
and often exclusively, in terms of unconscious (or 
at least intra-psychic) conflicts? It seems to me 
that the psychiatric clinic in the outpatient depart- 
ment of a general hospital offers a singularly felici- 
tous setting for experimental psychiatry—a setting 
in which therapeutic techniques can be tested and 
compared. What would happen, for instance, if 
every alternate case of affective disorder were given 
six electric shock treatments while the others were 
subjected to the conventional psychotherapeutic ap- 
proach? Another possible experiment would be to 
have the social workers handle a series of cases, 
leaving the mind alone, and the psychiatrists an- 
other comparable series without social service help. 
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Teaching of Brief P sychotherapy in a Medical School 


WILLIAM MALAMUD, M.D.,* 
BERNARD BANDLER, M.D.,* 
DONALD HAYES RUSSELL, M.D.* and 
WARREN TAYLOR VAUGHAN, JR., M.D.* 


In 1946 the program of teaching psychi- 
atry in the Boston University School of 
Medicine was reorganized and expanded at 
both undergraduate and postgraduate levels. 
The number of curricular hours allotted was 
increased and the teaching staff augmented. 
The general organization of the undergrad- 
uate teaching, which begins in the first year 
and runs throughout the four years, aims at 
giving the medical student an understanding 
of the importance of personality factors in 
relationship to medicine in general. The fi- 
nal goal is to make it possible for him, re- 
gardless of what field of medicine he chooses 
to enter, to evaluate and treat personality 
problems as they occur in his work with his 
patients. 





*Boston University School of Medicine and Massachusetts 
Memorial Hospitals. 
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During the first three years the student is 
taught, through a system of demonstra- 
tions, seminars and lectures, the develop- 
ment, structure and function of personality, 
and the dynamics of symptom formation. At 
the same time he is instructed in the tech- 
niques of interview and examination in their 
application to personality evaluation. The 
fourth year student spends a full month 
with the Department of Psychiatry during 
which his time is occupied in practical psy- 
chiatric work in the In-patient and Out- 
patient Departments of the Massachusetts 
Memorial Hospitals. For this purpose the 
Psychosomatic Clinic there has increased 
its facilities during the past year, and conse- 
quently grown in capacity to become the 
third largest in the Out-patient Department, 
carrying at present about 175 patient visits 





—_—mna set 2 slUek,lClUPRDlCelCUlC et lClUlC CULO 


_—_——— eS 3 be 








1948 


a month. The program of the Clinic places 
the main emphasis upon the evaluation and 
treatment of disturbances of personality as 
they are found in the general practice of 
medicine. The cases there consist of various 
types of psychoneuroses and general psycho- 
somatic conditions (gastro-intestinal distur- 
bances, hypertension, migraine, skin condi- 
tions, etc.), but there are also some behavior 
problems, and occasionally, incipient psy- 
choses. The patients are referred to the 
Clinic from all services of the hospital, from 
other hospitals, social agencies, and private 
physicians. They are first seen by the psy- 
chiatric social worker who obtains the pre- 
liminary data and evaluates the social situ- 
ation. They are then referred for psychia- 
tric evaluation to certain members of the 
Clinic Staff to be interviewed briefly before 
admittance to the Clinic and assignment for 
treatment. The permanent Clinic Staff con- 
sists of the director, a resident fellow, a so- 
cial worker, and a psychologist. Four at- 
tending physicians, practicing psychiatrists 
in the community, each spend two half days 
a week in the Clinic. The students work in 
the Psychosomatic Clinic three afternoons a 
week, but the director, social worker and 
fellow are present daily. 

The method of therapy utilized in work- 
ing with these patients consists mainly in 
what is generally referred to as “brief psy- 
chotherapy.” Our concept of this form of 
treatment includes as its primary objective 
the proper evaluation of the problem pre- 
sented by the patient on the basis of the dy- 
namics of its development, the social 
stresses to which he has to adjust and the 
experiences in his life history which have 
brought about the development of his symp- 
toms. These data are utilized within the 
framework of the physician-patient relation- 
ship for the purpose of the readjustment of 
the patient to the life situation in which 
he has to function. In the practice of 
brief psychotherapy certain departures and 
changes of technique from the more pro- 
longed formal therapy have been instituted. 
In the first place, brief psychotherapy does 
not utilize the conventional setting and 
technique of free association that is used in 
psychoanalysis. Secondly, more use is made 
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of the “clinic team” technique in which the 
social worker and psychologist participate 
actively in the evaluation of the problems 
and the social therapy. The main emphasis 
of brief psychotherapy, however, is essen- 
tially similar to that of the more prolonged 
forms of treatment such as psychoanalysis, 
in that the therapeutic efforts concentrate 
on the readjustment of the person rather 
than the removal of a specific set of symp- 
toms. 

With this in mind we review our experi- 
ences with the teaching of brief psychother- 
apy. This program has gradually developed 
during the past year and has been built up 
about the cardinal premise that the Clinic 
should afford a workshop where the student 
would learn the fundamentals of psycho- 
therapy by actually treating the patients 
himself. In the Clinic afternoon the student 
is assigned two patients whom he sees for 
the conventional 50 minutes. The schedule 
is so arranged that between the patients’ 
visits he meets for a 50 minute period with 
the attending psychiatrist responsible for 
the direction of the particular patient’s 
treatment. At this conference the interview 
just concluded is discussed, and the student 
is given opportunity to ask questions and 
seek advice concerning the management of 
the case. Each afternoon at 4:30 the direc- 
tor of the Clinic meets with the student 
group and discusses with them various top- 
ics, either of a general nature or specifically 
related to cases that were seen by them. The 
patients assigned to students are _ subse- 
quently followed by them throughout their 
clerkship. They are personally responsible 
for their patients, and their relationship is 
not interfered with, although they may call 
in one of their instructors for consultation 
whenever this becomes advisable. Once a 
week a staff conference is held at which 
cases are presented either by the students 
or instructors with a general discussion of 
dynamic factors and problems of therapy. 
The students schedule is flexible, allowing 
them to arrange for visits as frequently as 
they think it is advisable either during the 
afternoons or mornings, as such arrange- 
ment may be deemed necessary. 

Two mornings a week seminars are held 
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with the head of the department and these 

are devoted to general topics of interest and 
further discussions of individual cases as 
the students bring them up. Didactic meth- 
ods of approach are avoided, the students 
being encouraged to bring up for discussion 
whatever questions are foremost in their 
minds. 

Thus the Clinic teaching method has as 
its most important component the oppor- 
tunity of actual experience by the student 
in the physician’patient relationship for the 
purpose of getting at the problems involved, 
discovering and understanding the dynamics 
operative in the development of these prob- 
lems, and the proper utilization of these in 
the interpersonal relationship that develops 
between the doctor and his patient. The 
importance of utilizing the clinic-team pro- 
gram is emphasized throughout, the stu- 
dents being encouraged to keep in close 
relationship with the social worker and 
psychologist. During the morning confer- 
ences, especially at the beginning of the 
month, the representatives of these two de- 
partments introduce the methods utilized in 
their fields and the implications of their 
findings in the practical work with patients. 
This is supplemented by conferences be- 
tween individual students and either the so- 
cial worker or psychologist at which they 
discuss the problems which arise in the 
practical work with the patients in the 
Clinic. 

On the wards the teaching program is 
presented somewhat differently, because 
there the patient’s residence is limited; and, 
therefore, evaluation rather than treatment 
has to be the immediate goal. The instruc- 
tor, in consultation with the chief medical 
resident, chooses patients on the wards and 
assigns them to the students. The cases 
chosen are those which seem to have sig- 
nificant emotional components, either etio- 
logic in the disease or developing as a result 
of the impact of somatic disease upon the 
personality. A number of these patients are 
referred to the Out-Patient Clinic, for treat- 
ment following their discharge from the hos- 
pital. The students work with the patients 
assigned to them on the wards in the after- 
noons and then discuss their findings and 
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conclusions with the instructor the follow: 
ing morning. The instruction both in the 
Clinic and on the wards is supplemented by 
reading of texts or articles in the current 
literature. 

The content of the teaching of the fourth 
year medical student is developed in close 
relationship to the program that preceded it 
during the first three years and the needs 
which he will have to meet after he gradu- 
ates. General principles of therapy are 
stressed, the most important of these being 
that treatment has to be individualized for 
each patient. He is thus impressed with the 
danger of thinking in terms of disease en- 
tities and is encouraged to size up the pa- 
tient’s problem in relationship to his life 
setting and to recognize that there is an 
ever-evolving dynamic interplay between the 
patient and his environment. He is made 
aware of the importance of unconscious fac- 
tors in the development of such problems 
and the utilization of the transference situ- 
ation between him and the patient, both in 
the evaluation of the factors and the solu- 
tion of the problems which are produced by 
them. In the discussion of concepts and 
their application in their work, the student 
is encouraged to use a common sense ap- 
proach to the understanding of the impor- 
tance of these factors. This program is ad- 
hered to, not only in the teaching of psy- 
chotherapy, but also in giving the student 
an opportunity to grasp the implications and 
importance of the use of psychiatric social 
work and clinical psychology as they are 
utilized in the treatment of the problem. 

The question is often asked, “What can 
a student actually accomplish in such a pro- 
gram with only four weeks at his disposal 
and having had little of the training con- 
sidered a prerequisite for successful psycho- 
therapy?” There are limitations, to be sure, 
which will be discussed below, but we should 
like to present some practical experiences 
which illustrate how the students have been 
able to help patients in this Clinic. 

Case I—Mrs. E. P.: On August 9, 1947, this 35 
year old married woman, mother of two children, 
was referred to the Psychosomatic Clinic as an 
emergency. For the past three days she had com- 
plained of extreme exhaustion, generalized weak- 


ness, backache, and headache. She walked to the 
Clinic with great difficulty, and when interviewed 
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py a student was found to be markedly depressed 
and barely able to speak. After listening to her 
complaints the student suggested that she might be 
carrying some emotional burden which he might 
help her with. The patient said, ‘Yes,’ but was 
too “ashamed” to elaborate. The student reassured 
her, urged her to give him her confidence. With 
great difficulty she told him that, ‘My husband 
loves my daughter and she is in love with him.” 
The patient then related some of the facts of her 
past life. She was one of 15 children on an Okla- 
homa farm. Her father was a cruel and abusive 
man and she married at the age of 14 to get away 
from him. She had a daughter and son by this 
marriage which ended in divorce after 12 years 
because they “never got along.” The patient re- 
turned to her home town and married a man whom 
she had wanted to marry when she was 13, but was 
prevented in so doing by her father. This man had 
three children by a former wife who had died. A 
few years after this marriage she noted that her 
husband was taking undue interest in her daugh- 
ter, then 14 years old, who had just left her own 
father and step-mother and came to live with the 
patient. Three years ago, when the daughter was 
16, the patient’s husband and this daughter an- 
nounced that they were in love with each other 
and wanted the patient to get out—get a divorce 
and allow them to marry. 

At the present time the husband was in the hos- 
pital undergoing operation for hypertension, and 
the patient was working there as a ward helper. 
As a further complication the daughter had also 
come East, and was on the surgical service con- 
valescing from an abdominal operation. Now 19, 
she had three weeks previously married a neighbor 
“out of spite,’”’ because her mother would not re- 
lease the step-father to her. The mother had flown 
to Oklahoma to get the daughter at the insistence 
of the husband who threatened to kill himself if 
the daughter did not come to him, informing the 
patient and her daughter that his “blood would then 
be on their hands.” The step-father was a most 
cruel and abusive person, the patient and the five 
children living in constant fear of him. The pa- 
tient described him as having a dual personality, 
with a kind front put forward to strangers, but ex- 
ceedingly harsh with his wife and children. 


The case was discussed with the student after 
the first interview, and he proceeded to see the pa- 
tient daily for the next five days. When she was 
unable to get out, he visited her in her room in a 
nearby hotel. During the first two interviews the 
patient spoke of suicide, revealed her fears of her 
husband, and her feelings of shame and disgrace at 
the present situation. She admitted death wishes 
in connection with the operation then being per- 
formed on the husband. By the fourth interview 
she seemed much less depressed, talked more freely, 
and stated that she felt much better. On August 
13, 1947 after the case had been discussed several 
times in conference with all the students, the pa- 
tient was seen in consultation by the senior author. 
At that time she was reassured, encouraged to con- 
tinue her discussion with her doctor (the student) 
and to try to understand the problem in relation to 
her earlier experiences. The daughter, who was 
not convalescing well, was seen in psychiatric con- 
sultation, by one of the junior staff members. He 
told her that he understood she had some emotional 
problem and wanted to help her. The girl readily 
and eagerly told her story of how her mother had 
left her father when she was 10 years old, her fa- 
ther remarrying. She lived with him for several 
years, but then left because of a conflict with the 
step-mother, and came to live with her mother and 
step-father in December 1941. In January 1942 
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the step-father first had sexual contact with her, 
professed his love for her. She stated that she 
thought she loved him, that she had no love for 
her mother who had deserted her. She thought her 
mother didn’t care for her. She confirmed the story 
of the step-father’s cruelty, and said she no longer 
cared for him and that it was only under threat of 
violence that she continued to submit to him. She 
had married in order to get away, did not want a 
divorce, though her step-father had made her prom- 
ise to get one. The daughter wept freely when tell- 
ing of the pressure on her, stating that she was the 
only one who could handle the step-father, and 
that ‘five lives depended upon her.” 

Following this interview the mother and daugh- 
ter were re-united and on the next day, when seen 
by the student, the patient told him that her daugh- 
ter had “told all” to Dr. V. and that she had an 
entirely different light on her daughter now. The 
patient was described as exuberant over her new 
relationship with her daughter. The remainder of 
the interview centered about her fears of her hus- 
band’s cruelty with further recitations of former 
unpleasant incidents. On August 15, 1947 the stu- 
dent writes, “The remarkable change in the patient 
as she enters O.P.D. today is astounding.” The 
student continued to see the patient almost daily 
until her return with her husband to Oklahoma in 
September 1947, at which time she was quite 
asymptomatic. The daughter was seen several times 
by Dr. V. and returned to her husband in Oklahoma 
in fair spirits but still dreading the return of her 
step-father. In summary the student writes, “She 
readily realizes that her husband and father are 
closely identified and states so spontaneously. She 
believes many of her surgical operations were not 
necessary but that her pains were a manifestation 
of her inability to take more emotional punish- 
ment.” 


The case presented above illustrates a 
number of features which are of importance 
in this teaching program. In the first place 
the systematic investigation of the patient’s 
problem and the interest shown by the stu- 
dent has succeeded in establishing a rela- 
tionship which is of primary importance in 
successful psychotherapy. Secondly, the stu- 
dent has gained not only intellectual insight 
in the mechanisms of a problem of this type, 
but also a feeling of encouragement in car- 
rying on work of this type in psychosomatic 
diseases. Finally, the complicated social 
factors operative in this case has brought 
out clearly the importance of taking into 
consideration the social setting in the treat- 
ment of problems of this type. 

There are, of course, limitations both in 
terms of what the student can learn and 
what he can actually contribute as far as 
the patients are concerned. They spend only 
four weeks in the Clinic and, since this pe- 
riod of time is frequently not long enough 
to treat effectively the average patient, there 
arise some very serious limitations. In the 
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first place we must deal with the process of 
breaking the transference with one student 
and re-establishing this relationship with 
another when the patient has to be carried 
along for longer than one month. There are 
occasions when the patients show a tendency 
to lapse from the Clinic at this point rather 
than to try to continue treatment with a new 
doctor. A the same time, however, there are 
a larger number of those who in the course 
of many months have passed through as 
many students, continued with their visits 
and obtained good results. Our observations 
lead us to the conclusion that patients, after 
a time in the Clinic, seem to develop a trans- 
ference for the Clinic itself. Here the more 
stationary figures of the Clinic, the attend- 
ings, the residents and particularly the so- 
cial worker, serve the purpose of establish- 
ing a continuity. It cannot be denied, 
however, that frequently it is a severe blow 
to the patient to find that the relationship 
with his doctor must be terminated after 
four weeks treatment and, at times, it pro- 
duces a crucial point in the process. Early 
in the development of the Clinic it was rec- 
ognized that the important step in this sit- 
uation was to prepare the patient for the 
change. If the patient has to come back on 
the fifth week to find an entirely new and 
strange therapist, who professes to be fa- 
miliar with his case through the record, it 
places both the patient and the student in a 
difficult situation, with the burden upon the 
new therapist to try to bridge the gap and 
gain the confidence of his patient. The lat- 
ter would frequently be unwilling to accept 
this new man feeling that the former thera- 
pist in whom he put so much trust had re- 
jected him and, what is worse, had com- 
mitted his innermost secrets in writing on 
the record which is open to any newcomer. 
In order to ameliorate this condition, it was 
arranged that the student inform the patient 
during the next to the last interview of the 
coming change. It would be then added that 
his case would be taken up by a friend of 
‘ the present doctor and that they would talk 
it over together so that the new doctor will 
understand the paient’s problems and be 
able to carry on the treatment. The thera- 
pist thus has an opportunity to reassure the 
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patient concerning the new doctor and to 
effect a sort of bridge over the possible gap 
in transference. Students are encouraged to 
choose as their successors in the next group 
those whom they feel are best suited to 
carry on satisfactorily the treatment of their 
cases. This makes it possible, not only for 
the patients to respond more willingly to the 
new therapist, but also is a more satisfac- 
tory arrangement for the students them- 
selves when they have to give up patients 
in whom they are especially interested. 


In spite of this, there still are patients 
who have not been able to accept the chang. 
ing of doctors. Occasionally it becomes ob- 
vious that this situation would interfere 
with successful treatment and that it is 
more advisable to transfer the patient to one 
of the residents or attending physicians and 
thus avoid the need of frequent changes. 

The fact that the patients are actually be- 
ing treated by medical students may be a 
handicap in itself. The patient may have 
little confidence in the student, feel that a 
novice is not capable of solving his prob- 
lems, etc. We try to make both the patient 
and the student secure by always treating 
the students as doctors. Whenever one of 
the instructors is called in, he appears as a 
consultant, not interfering with the student- 
patient relationship. 

We must also take cognizance of the fact 
that the therapeutic handling of certain per- 
sonality disturbances requires more experi- 
ence, skill and psychiatric understanding 
than a student can conceivably possess. 
These situations are usually picked up in 
the initial evaluation and such patients are 
assigned to one of the attending physicians. 


Case 2—Mrs. L. F.: This case indicates some of 
the limitations of student therapy. The patient, a 
38 year old woman was referred from Gynecology 
Clinic because of severe pruritis vulvae which had 
not responded to medical treatment. The mother 
of three small children, and wife of a debonair but 
moody, truculent, rather ineffective and a mode- 
rately alcoholic husband, the patient was found to 
have a rigid, aggressive personality. Their marital 
adjustment had always been rather poor, but they 
stayed together because of the children, religion 
and finances. She had developed her pruritis in the 
setting of her husband’s progressive impotence, with 
a background of her own extremely rigid immature 
sexual attitudes. The first student assigned to her 
was forced by her aggressiveness into a passive 
role and a very strong transference resulted, a type 
of relationship which was not conducive towards 
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ositive results. When her contact with this stu- 
dent had to be broken at the end of four weeks, 
she became very upset. With the second student, 
who did not respond to her aggressiveness and did 
not allow her to direct the treatment but tried to 
make interprtations on the basis of information she 
had given the previous student, she developed a 
severe negative transference with intensifications 
of hr symptoms. This process continued with the 
third student who could gain no rapport whatever 
with her, and her symptoms became of such inten- 
sity that she sought emergency admission to the 
hospital. At this point it was obvious that she 
would need prolonged treatment by an experienced 
person, and the case was assigned to the resident. 
When she was assured that such was the plan for 
her future treatment, good rapport was soon estab- 
lished, and treatment was carried to successful con- 
clusion during the following four months. 

As the program of the Clinic developed 
and these methods of obviating difficulties 
were introduced, we gradually learned that 
these limitations are not insurmountable. 
The problem, for instance, of the severance 
of treatment relationships has actually not 
been as great as one might imagine. We do 
know, of course, that a certain percentage of 
psychiatric patients in any clinic tend to 
lapse no matter who carries on the treat- 
ment. In checking the statistics in our 
Clinic, over a period of months, we find an 
average lapse rate of approximately 20%. 
However, two-thirds of these were patients 
who were seen between one and three times, 
many of them having been referred primar- 
ily for evaluation. It is also interesting to 
note that the percentages for lapsed cases 
are not much different from those we find 
in clinics which are not used for teaching 
purposes. 

In carrying out this program of psycho- 
therapy, intended both for serving the hos- 
pital and teaching of medical students, we 
cannot emphasize too strongly the role 
played by the psychiatric social worker and 
the psychologist. The social worker rep- 
resents society and all its implications. 
Through her objective evaluation of the pa- 
tient’s social setting, the student gains a 
more realistic working konwledge of the sit- 
uation and is able to overcome the handicap 
of his one-sided evaluation of the setting 
which he gains from the patient. The stu- 
dent learns how the social worker deals with 
the patient’s relatives and thus is able to 
improve his own treatment efforts with the 
patients. In cases where management and 


environmental manipulation seem to be nec- 
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essary factors as adjunct to therapy, it is 
the social worker with her various contacts 
and facilities who is able to effect these. 


Case 3: Mr. C. represents an interesting case 
pointing out some of the values in collaborating 
with social service: A slim, restless, talkative, ego- 
centric man of 42, he presented long-standing ten- 
sion and gastric complaints. His general attitude 
indicated that overbearing in-laws and an unfaith- 
ful wife were major contributing factors. The so- 
cial worker, on the other hand, found his wife to 
be a most sincere type of woman who was forced 
to work herself and to depend upon her parents for 
a home for her family, all because of her husband’s 
irresponsibility and inadequacy with which she had 
put up over a period of many years. Discovering 
this side of the picture the student was able to eval- 
uate the situation properly in terms of the patient’s 
personality deficits and to play a much more con- 
structive role in his dealings with him. 

Thus the students become familiar with 
the many specific functions of the social 
worker in the Clinic. Working together with 
her they are able to appreciate the specific 
contributions which she can make depend- 
ing upon the neews of the case at hand. She 
may be instrumental in affecting a change 
in the patient’s environment, may maintain 
contact with relatives in a supportive man- 
ner to aid the student’s treatment of the pa- 
tient, and in some cases she may carry on 
active psychotherapy with a relative when 
this is necessary to promote a better adjust- 
ment with the patient. 

The clinical psychologist does the usual 
psychometric and projective tests on a con- 
sultation basis. In addition, he as well as the 
social worker attends the conferences and 
seminars, taking an active part in the case 
discussions. In this close contact with the 
psychologist, the students become aware of 
the value of psychological data and learn 
their proper use in the treatment situation. 
They see the importance of the various test 
procedures in evaluating their patients’ as- 
sets and liabilities so that treatment may be 
more realistic and properly planned. They 
also become familiar with the projective 
personality tests and learn how these can 
be most helpful in understanding some oth- 
erwise obscure personality dynamics of their 
patients. 


Case 4—Miss 8S. is a rather simple example of 
this aspect of the work. A 15 year old high school 
girl she was referred because of insomnia. Her 
parents had noticed a tendency to preoccupation and 
withdrawal, as well as increasing difficulty with 
her studies. She presented many emotional prob- 
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lems, which the student felt were responsible for 
her poor performance. Psychometric tests revealed 
that she was only of borderline intelligence so that 
she could not possibly compete in the school she 
was attending. As graduation from school was of 
a tremendous importance to her, she was trans- 
ferred to a trade school, the requirements of which 
were in keeping with her intellectual level and she 
was able to use her assets in the form of a talent 
for dressmaking. Her emotional problems are be- 
ing treated coincidentally. 


CONCLUSION 

In concluding this exposition of our ex- 
perience with brief psychotherapy in a 
teaching centre, there are three major points 
that we wish to emphasize which may be 
summarized as follows: 

(A) That actual therapeutic work with 
patients is the only way in which the stu- 
dent can begin to develop the proper atti- 
tude towards the importance of personality 
factors in general medicine, to learn how to 
interview and treat patients, and to under- 
stand the utilization of psychiatric social 


work and clinical psychology as ancillary 
facilities in such work. 

(B) That psychotherapy is not an inher- 
ent talent or skill with which only a few are 
endowed, nor an art which cannot be sys- 
tematically presented, but is actually a sub- 
ject for planned and logical teaching just as 
is any other therapeutic procedure in medi- 
cine. 

(C) That there are obvious limitations in 
conducting a psychiatric out-patient clinic 
when much of the treatment is done by med- 
ical students. The frequent changes of ther- 
apists does perhaps produce more lapses of 
patients that would otherwise be the case, 
but we find this can be ameliorated to some 
extent by techniques which we have men- 
tioned. On the other hand, this loss is more 
than offset by the acquisition by the student 
of an interest and skill which he will be able 
to use throughout his life as a medical man. 


DISCUSSION OF PAPER: Ives Hendrick, M.D. 


Dr. Malamud, and his colleagues in out-patient 
instruction by the Department of Psychiatry of 
The Boston University School of Medicine, have 
made an up-to-date contribution to an up-to-date 
subject. The teaching of psychiatry in medical 
schools—its opportunities and its obligations—is ac- 
celerating with a rapidity which was not possible 
ten or even five years ago. The majority of medical 
students are already awake to its importance, or 
prepared to be awakened by a month of good in- 
struction; the interest of other departments of the 
medical faculty is real and contributory in many 
sectors; and the progress of psychiatry, as indi- 
cated by the availability and acceptability of psy- 
choanalytically trained or psychoanalytically ori- 
ented instructors, has been so substantial that psy- 
chiatry is today no longer a closed-ward specialty, 
but a totality of clinical knowledge, derived con- 
cepts, and tested techniques which is essential to 
the medicine of the future, the near future, the 
medical generation our present medical students 
will compose. This is the answer produced by the 
evolution of the psychological department of medi- 
cine to these shortcomings and problems which an 
age of intensive specialization has evoked, and by 
the concurrent decline of comprehensive understand- 
ing of these physiologic-psychologic-sociologic con- 
ditions which lead all patients to all kinds of doc- 
tors. 

The paper we have heard provides welcome and 
useful opportunity to compare the policies and 
techniques for orienting this generation of medical 
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students in one medical school with that in another. 
Inevitably there are differences of secondary im- 
portance—those consequential to the size of classes, 
interdepartmental affiiliations, types of hospital, etc. 
Far more striking, however, are the similarities of 
basic policies and techniques for instructing fourth 
year students at the Memorial Hospital of Boston 
University and the Southard Clinic at Harvard. 
Both, I believe, have adequately appraised and in- 
strumented the need of the contemporary medical 
student for appreciating the importance of apply- 
ing dynamic psychiatry to interview techniques, 
diagnoses of problems, and etiologic therapy from 
a broad, sometimes anti-nosological perspective, and 
to the nature of emotional conflict and modern 
knowledge of mental development. 

The most serious and difficult problem under dis- 
cussion by the Department of Psychiatry at Har- 
vard is pre-clinical instruction. Our students ask 
for “pegs” to hang their clinical hats on when ex- 
posed to out-patients; and they tell us that little 
preparation for this was achieved by the didactic 
lectures of former years. The topics lectured upon 
in the first two years have been modified recently, 
and the course given by Drs. Fox and Lindemann 
has concentrated on facts of psychological develop- 
ment. This is regarded as a good beginning, but 
we are looking forward eventually to a much more 
complete orientation in the psychological aspects of 
medicine, comparable to anatomy, physiology, and 
chemistry as essential preparatory subjects in or- 
ganic medicine. The slowness of our progress to- 
wards this goal is not a consequence of inertia. 
There are many problems of curricular hours and 
of administration we cannot solve in a day, but the 
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chief obstacle at present is one of insufficient teach- 
ers for presenting preclinical material to a class of 
150 students divided into smaller groups compa- 
rable to those we teach in clinical years. 

In the third year, Harvard Medical students are 
divided into small sections and receive clinical in- 
struction and practice in diagnosis and mental ex- 
amination of ward patients—mostly psychoses. 
Though this does not immediately provide experi- 
ence in dynamic psychiatry, it is considered by us 
an essential preparation. The third year student 
still does not feel at home in handling patients; 
he has to be shown what to look for. 

All out-patient teaching in psychiatry at Harvard 
is given in the fourth year. Though we have had 
a little more experience than Boston University, 
this part of our curriculum is still new. Prior to 
1943, there was very little psychiatry for senior 
students. But in that year psychiatry was made 
a required course, each senior student being as- 
signed to our department for one month full time. 
The class is divided into sections, each section is 
divided into sub-sections; usually three students are 
assigned each month to McLean Hospital with out- 
patient work at the Beth Israel; three to the Mas- 
sachusetts General Hospital, and five to eight to 
the Boston Psychopathic. The course differs in 
detail in each of these hospitals, and each has its 
advantages and disadvantages. Over and above the 
month with the Department of Psychiatry, most 
Harvard medical students also receive instruction 
in the applications of psychiatry to organic dis- 
eases while serving on the medical services of the 
Massachusetts General, Beth Israel and Peter Bent 
Brigham Hospitals. 

Because of limitations of time, I shall speak 
chiefly of the section assigned to the Boston Psy- 
chopathic. Approximately half of each student’s 
time is spent with ward cases, staff rounds, confer- 
ences, and seminars. The other half of his time is 
under the instruction of the teaching unit of the 
Southard Clinic, consisting of mature psychiatrists 
and two social workers. In addition there are avail- 
able all the resources of the Southard Clinic, the 
staff psychiatrists, the psychology department for 
routine psychometric and Rorschach examinations, 
Gesell testing, and both staff and student social 
workers. The teaching unit itself is responsible for 
all O.P.D. instruction of medical students, and of 
the cases assigned to them. 

The objectives of our teaching unit are similar to 
those of Dr. Malamud, perhaps identical except in 
verbiage. This coincidence I believe to be impor- 
tant, for it means that both medical schools have 
recognized the potential contributions of dynamic 
psychiatry to medicine today, and our profound re- 
sponsibility to impart an awareness of what it 
means to medical students. We are not concerned 
with proselyting, nor with the training of future 
psychiatrists. We are profoundly occupied with the 
problem of helping the medical student to see, in 
terms of his personal experience in handling pa- 
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tients, that the knowledge and techniques of mod- 
ern psychiatry are relevant to whatever field of 
medicine the future doctor may select. 


We do not, however, seek merely to impart a 
knowledge of psychotherapy to the future practi- 
tioner. Not only is a little knowledge of psycho- 
therapy an especially dangerous thing, but there 
are many problems confronting the doctor in other 
specialties—especially those of time and case load 
—which preclude adequate psychotherapy, even 
though we cdéuld impart such’ training within a 
month. But we do want our students to learn to 
take psychologic factors into account, to appreciate 
their relevance to many medical decisions, to 
glimpse clinically what the specialist in dynamic 
psychiatry means by conflict, fixation, and psycho- 
genesis, and to comprehend the shortcomings of 
the purely interrogatory techniques of interview- 
ing whose values are taught in other departments. 

Our major means for achieving these goals are 
quite similar to what Dr. Malamud has described. 
We too believe the student’s experience in carrying 
a case continuously throughout his clerkship is the 
most important focus of his opportunity to learn. 
It provides him with a first-hand knowledge of the 
development of the doctor-patient relationship, of 
the meaning of transference, and the resources of 
psychotherapy, which is not to be achieved by spo- 
radic clinical contacts alone. We therefore divide 
our students into groups of two, each of which 
meet for two half days weekly under the same in- 
structor. 

Our technique differs in one essential from Dr. 
Malamud’s: instead of assigning full responsibility 
to the student, we explain to the patient he will 
have a senior and a junior doctor. This technique 
provides a wide range of adaptability to the vary- 
ing individualities of instructors, students, and pa- 
tients. Frequently the student handles the case 
almost entirely by himself, as at Boston Uuniver- 
sity, using the instructor only for discussion; while 
in other situations the student is often an observer 
of the instructor’s psychotherapy; or, frequently, 
both student and instructor are active in a dual 
therapeutic relationship. In order to manage such 
situations, we have felt careful selection of instruc- 
tors for this type of work was essential; they must 
have considerable maturity in treating ambulatory 
material, and a point of view reflecting a primary 
interest and comprehension of the clinical implica- 
tions of basic psychoanalytic principles. This teach- 
ing method, which we call “tutorial case work,” is 
our way of dealing with the difficult problem 
stressed by Dr. Malamud, that of the succession of 
student therapists. Our method provides that though 
the students change, the instructor remains a per- 
manent anchor for the patient. Our experience in- 
dicates the problem of change of physician is not a 
crucial factor in the therapy of most cases, pro- 
vided the patients are skillfully prepared and pro- 
vided the instructors are alert and qualified in ap- 
praising its significance for the individual. 
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Tutorial case work at the Southard Clinic is sup- 
plemented in many ways. Larger groups of stu- 
dents meet for two half days a week to participate 
in single diagnostic interviews of new cases. In 
this way their more intensive tutorial work is ex- 
tensified by seeing a variety of out patients clini- 
cally. Hour and a half conferences are held with 
the students bi-weekly, the students presenting their 
tutorial cases for discussion by their fellows. We 
also provide some special instruction in child psy- 
chiatry: adoption problems and Gesell testing are 
presented: Dr. Jessner demonstrated to our stu- 
dents children’s problems, formerly at the Southard 
and Habit Clinics, this year in conjunction with the 
M.G.H. Department of Pediatrics. And we share 
with B.U. the invaluable facilities of the Judge 
Baker Foundation and the Children’s Center for bi- 
monthly demonstration of their work to our stu- 
dents. 

The teaching unit has been specially interested in 
the development. of instruction in social work for 
medical students. Our objectives are much the 
same as those described by Dr. Malamud, but our 
means are somewhat different. The teaching unit 
includes a social worker, Mrs. Marshall Newcomb, 
devoting full time to the medical students and their 
cases, and a second worker to assist her. Their 
primary task has been to supervise every social 
work problem presented by students’ cases, some- 
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times the teaching unit worker does the case work 
herself, sometimes she supervises the work of stagf 
or student social workers assigned to these cages, 
These workers have also helped in innumerable 
ways to facilitate the selection of cases, the man. 
agement of appointments, and a great many aq. 
ministrative details arising from the relation of the 
Southard Clinic to the Teaching Unit. They algo 
participate in the direct instruction of medica] 
students in the work of their profession, and this 
year for the first time are supervising an actua] 
experience of home-visiting which each of our med. 
ical students is now required to make. 

The comparison of the policies and methods of 
the Memorial Hospital Clinic and ours is an inter. 
esting, instructive, and inspiring one. Still more 
significant is the realization that the provision of 
this month’s work for every medical student—only 
four years at Harvard, only one at Boston Univer. 
sity—in common with a few—a small minority— 
of medical schools in other cities—is a portent of 
a new era in psychiatry teaching. It results from 
the full-flowering recognition, within and without 
psychiatry, that our profession has become basic to 
the whole domain of medicine and what its future 
practitioners, if they are not to be out of date, if 
they are not to be mired by the dogmas and pro- 
fessional rituals of the past, will want and need to 
know. 





Use of Hypnosis in P sychotherapy 


LAZARUS SECUNDA, M.D.* 


INTRODUCTION 

A brief review of the history of hypnosis 
since Mesmer reveals a periodic rise and 
fall in its popularity. It first evolved as a 
psychologic therapy in the early part of the 
19th Century under the influence of James 
Braid and reached full flower toward the 
end of that century through the indefatig- 
able efforts of the great suggestionists, Lie- 
beault and Bernheim. As they stressed the 
amelioration of symptoms without an un- 
derstanding of their etiology, their tech- 
nique proved insufficient. Symptoms did dis- 
appear only to crop up again in some other 
form. 

At that time, Janet’ and Breuer’ discov- 
ered independently of each other that a pa- 
tient could talk freely and express deep 
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emotion in hypnosis. Breuer reported that 
the reliving of traumatic memories had a 
therapeutic value. Freud,? through his col- 
laboration with Breuer in hypnotherapy, 
came to the conclusion that thoughts are in- 
voluntarily pushed from consciousness by 
the patient to avoid pain. Unfortunately, he 
felt it unnecessary to continue the use of 
hypnosis. He developed the _ therapeutic 
technique of psychoanalysis, thereby depriv- 
ing hypnotherapy of the impetus of a dy- 
namic psychology. Hypnotherapy, there- 
fore, continued on the well-trodden paths of 
direct suggestion and the reliving of trau- 
matic events. 

The necessity for a brief psychotherapy 
during World War I rekindled interest in 
hypnosis. Simmel’ used it with the insights 
proffered by psychoanalysis. Freud* com- 
mented in 1919 that a return to hypnosis as 
an abbreviated form of therapy would be 











1948 


necessary if psychotherapy was to become 
widely available to the public. However, the 
popularity of hypnosis waned once more as 
therapists failed to utilize the hypnotic re- 
lationship in a dynamic fashion. It was not 
until this past decade that the work in 
hypnosis of Erickson,*°**° Kubie,** 1"? Lin- 
der,* the Meninger Group (Brenman, Gill, 
and Knight?*:?°)1627) Hisenbud,?*?* Fisher,”° 
and Wolberg*: emphasized the usefulness of 
hypnosis as a therapeutic tool within the 
framework of a dynamic psychology. 


HYPNOTIC INDUCTION AND 
TECHNIQUES 

Many workers’®*** in the field introduce 
the subject of hypnosis after a preliminary 
informal interview during which the patient 
presents his problem. Hypnosis is discussed 
and the patient is encouraged to ventilate 
his fears, misconceptions, and prejudices. 
After he is reassured about them, the great 
range of hypnotizability is described. This 
discussion not only prevents a sense of fail- 
ure on the part of the patient, but also ac- 
quaints him with what is expected in the 
trance state. 

It should be made clear to the patient 
that a deep hypnosis is not necessary to 
achieve therapeutic results. An effort should 
be made, however, to reach as deep a trance 
as possible. The trance should be explored 
for any unusual characteristics. 

A variety of methods may be used to in- 
duce the trance. The method should be 
adapted to fit the needs of the subject as 
well as the hypnotist. The author?’ has 
found an indirect technique of induction suc- 
cessful in many patients. Six sessions or 
more may be needed to develop the trance 
to its greatest depth. 

Time should then be devoted to training 
the patient in many of the special hypnotic 
techniques. These include dream induction 
both within the trance and posthypnotically, 
automatic writing and drawing, crystal gaz- 
ing, regression and revivification, and the 
induction of experimental conflict. During 
the training period the patient becomes 
aware that this is not a passive therapy but 
one into which he must enter actively. 

The trance may be used therapeutically 
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to focus suggestion directly at symptoms, or 
suggestion may he directed at underlying 
attitudes. Traumatic experiences may be 
abreacted. At the same time, all the special 
techniques may be utilized in recovering 
memories and promoting insight. The trance 
can also be used for free association as in 
psychoanalysis thus permitting the patient 
greater latitude in selecting topics and fan- 
tasying a role for the therapist. 

The following two case reports are pre- 
sented as examples of the utilization of a 
majority of the aforementioned techniques. 
All interpretations were made on a reality 
level and not on the level of the patient’s 
deepest needs and strivings. 

The first patient was a 52 year old, white, 
American, married male, a discharged Navy 
commander who was referred by the Cush- 
ing Hospital to the Mental Hygiene Unit of 
the Veterans Administration. He complained 
of nervousness, dizziness, tightness around 
head and ears, a feeling of panic in crowds, 
insomnia, anorexia, weakness, and loss of 
sexual desire. These symptoms caused him 
to give up an executive position. 

His service record was as follows: Com- 
missioned in the Navy as a lieutenant he 
was assigned to Naval Officer Procurement 
in Boston and remained there until his dis- 
charge at the end of the war. He was a 
resourceful, conscientious officer and re- 
ceived promotions to commander becoming 
the C.O. in charge of officer procurement. 

The first indication of the present illness 
occurred in the fall of 1945. At that time 
his trained personnel were being discharged 
and he had to train others repeatedly to re- 
place them. His wife was hospitalized for 
a minor operation. His daughter was mak- 
ing plans to announce her engagement to a 
man whom he felt was very immature. 

An inquiry as to previous symptoms of 
the same type brought out the fact that 
while in church in 1936 he had a brief attack 
of claustrophobia. A similar attack occurred 
in his office three years later. 

His past history revealed the following 
facts: He was born in New England, the 
second of four siblings. He considered his 
parents well mated, affectionate to each 
other as well as to the children. His father, 


125 








DISEASES OF THE NERVOUS SYSTEM 


a high school headmaster, was a man of 
great integrity. He was fond of his father 
but more attached to his mother. He re- 
spected her wishes to such an extent that 
he still does not smoke in her presence. 

At the age of 13 he was taught to mas- 
turbate by his older brother. Coincidentally, 
his father gave him sexual instruction, 
teaching him that indulgence in sex could 
be physically harmful. He gave up mastur- 
bation completely. He never indulged in 
premarital relations and after marriage felt 
that frequent sexual relations would weaken 
him.. 

He was an excellent student in college; 
he managed the track team and played var- 
sity football. During World War I, he was 
an officer overseas. After his discharge, he 
went to work for a real estate firm and re- 
mained with them for 22 years until he be- 
came an officer in the Navy. 

Married at the age of 27, they adopted a 
child four years later because his wife could 
not become pregnant. He felt they were 
sexually adjusted even though his wife never 
attained an orgasm. Her many illnesses in- 
terfered frequently with their sexual rela- 
tions and he suppressed his desires out of 
consideration for her. He became very at- 
tached to his daughter and was unhappy 
when she began to go out on dates. He 
thought she might get into sexual difficul- 
ties. He associated with a group in which 
sexual topics were taboo. Because of his 
position in the community and church, he 
might be considered a staunch pillar of so- 
ciety. 

Once the initial history was obtained, 
treatment was started with training in hyp- 
nosis. Because he appeared to have very 
rigid standards it was decided to permit him 
to express unconscious material in symbolic 
form by suggesting that he dream about 
the various aspects of his problem. These 
dreams brought out a wealth of sexual and 
hostile material in relationship to his wife 
and daughter which was unacceptable on a 
conscious level. The dreams were _ inter- 
preted under hypnosis by the patient. As 
he gained insight into the sexual and hostile 
aspects of his problem, and was able to dis- 
cuss them freely, some of his symptoms 
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vanished and others became less marked, 

The following dreams symbolize the pa- 
tient’s underlying conflict: 

Dream I: “T was pushing my wife on a 
sled, up hill, on a snow-less path that leq 
through fields and woods. We coasted down 
together. Suddenly a lion rushed to attack 
us. I repeatedly warded him off to protect 
my wife. He finally got my hand in his 
mouth and dragged me downhill.” 

His Interpretation: “It symbolizes our 
journey through life together. There are 
obstacles in the way of a happy existence; 
my wife’s many illnesses, her inability to 
attain an orgasm, and my having to deny 
myself sexual intercourse because it might 
harm her. The lion represents my hostility 
towards her and my efforts to protect her 
result in my illness.” 

Dre. ™ IT; “T was being held prisoner in a 
large house by a group of gangsters, who 
told:me that I was going to see what hap- 
pened to anyone who disobeyed them. They 
put someone into a coffin and covered it. I 
realized it was my father. They whirled the 
box around on a rod. They told me it made 
the person unconscious. They destroyed all 
evidence by burning the box. My father was 
thus punished for refusing to resign his job 
as principal of the high school. They threat- 
ened to destroy me because of my knowledge 
of their crime. Then someone came along 
and found a human bone. Suspecting some- 
thing wrong he investigated and surprised 
the gangsters and had them arrested. I was 
free. I went to an adjoining city to seek my 
mother. I found my sister taking care of 
her. She knew what had happened and I 
sympathized with her. She said we would 
all have to stick together. We would build 
an addition to the house for me.” 

His Interpretation: “I am the house. My 
bad thoughts hold me prisoner. My father 
represents my conscience which I would like 
to destroy. My illness is my punishment. 
The doctor uncovers all this and sets me 
free. My return to my mother is a retreat 
from my present way of life.” 

Dream III: “My daughter, son-in-law, wife 
and I were on a main street in a small city. 
A Color Guard, three abreast and one walk- 
ing backwards, approached us. When the 
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leader about faced we saw that he was a 
young man my daughter formerly went with. 
They seemed pleased to see each other and 
soon went off together to go dancing. My 
daughter’s husband was upset but my wife 
and I assured him that it was all right.” 

His Interpretation: “This dream symbol- 
izes my relationship to the important people 
in my life. I wish to take my daughter 
away from her husband. I want things to 
be as they were before. I want my wife to 
sanction the close relationship I desire with 
my daughter.” 

Dream IV: “TI was in a rather desolate, 
barren country walking along with a group 
of people. I became separated from them. 
While I was trying to return to them the 
ground began to open up with wide deep 
cracks until finally, I was standing on a 
small piece of land. This began to shake 
and as I fell off I awoke.” 

His Interpretation: “My wife is symbol- 
ized as an unproductive woman. As long as 
I remain with her I am accepted by the 
group. The widening fissures represent my 
socially unacceptable thoughts. I finally 
have nothing left to stand on and I am a 
fallen man.” 

The 1936 episode of claustrophobia was 
explored under hypnosis by having him re- 
live the events before and during the attack. 
It was learned that despite the patient’s 
protest his wife had accepted an invitation 
to visit the mother of a former suitor in 
New York. He felt much resentment toward 
his wife but never expressed it. On her re- 
turn they entered into a period of intense 
sexual activity but despite his best efforts 
she never attained a climax. He felt in- 
secure and resentful. 

The day they went to church was their 
wedding anniversary. The minister whom 
he had resented for many years because “he 
ran everything” spoke on sportsmanship and 
the duty towards one’s fellow man. It was 
at this point that his symptoms began. Talk- 
ing about this under hypnosis caused little 
change in him. 

An exploration of the onset of his present 
symptoms led to the discovery that they ac- 
tually began 18 months prior to the date he 
gave. At that time his wife was hospitalized 
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with a severe attack of neuritis. After work- 
ing all day and getting his own meals, he 
spent the evenings visiting his wife and lis- 
tening to her many complaints. On one of 
these visits he found his wife greatly dis- 
turbed over the death of a patient in the 
next room. Because of the intensity of her 
distress, the thought occurred to him that 
she too might die. The next morning he 
awoke with tightness of the neck. As his 
wife developed illness after illness, this 
symptom gradually increased to include his 
head, eyes and ears. It did not, however, 
interfere with his activities. 

It was in September 1945 that his wife 
was hospitalized for an operation on her big 
toe and a short time later rehospitalized for 
another cystoscopy. At this time, it was 
discovered that she had only one function- 
ing kidney. Moreover, the work at his office 
was increasing more rapidly than he could 
handle. He now developed the symptom of 
tiredness in addition to “tightness.” 

In November, his daughter told him that 
she planned to become engaged. He pre- 
tended to be pleased and did not show his 
great disappointment. (As therapy pro- 
gressed he saw how great his attachment 
was to his daughter. Every time his daugh- 
ter and son-in-law had a quarrel, he magni- 
fied it to the point where separation was 
imminent. He said, “She can return home 
any time she wants to.’”’) At this point, he 
developed his first dizzy spell. 

At his daughter’s reception in December 
1945, he had a closed-in feeling. As this 
material was recovered by association to his 
dreams and then discussed in the waking 
state, his symptoms gradually receded. His 
appetite increased; he slept soundly; and he 
had a return of sexual potency. However, 
he still complained of tightness of his head 
and some anxiety in crowds. It was not un- 
til he was encouraged, while in hypnosis, to 
express his hostility towards those close to 
him that he began to have days completely 
free of symptoms. Moreover, the reliving of 
the 1939 episode of acute anxiety, served as 
an excellent illustration to him of the pro- 
duction of symptoms by the repression of 
strong hostile impulses. Further insight was 
promoted by introducing an experimental 
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conflict which duplicated his symptoms. 

This patient is still under treatment but 
hypnosis has been discontinued. The ma- 
terial is now being integrated on an ego 
level. 

The second patient was a 24 year old, 
white, American, single, male, an Army vet- 
eran, who was referred to the Mental Hy- 
giene Unit of the Veterans’ Administration. 
He complained of excessive sweating and 
hypertension. These symptoms not only 
caused him to give up several jobs, but 
greatly diminished his active social life. He 
said, “Before I entered the service, I used to 
sweat excessively under the arms, but in the 
Army my face and hands perspired too. It 
was embarrassing and I got disgusted.”’ 

The first indication of the present illness 
occurred in this country shortly after his 
enlistment and assigned to an Anti-Aircraft 
Group. While trying to date a girl over the 
telephone, he noticed his face was dripping 
perspiration. On another occasion, as he 
engaged in conversation with a girl, among 
a group of boys, one of them remarked, 
“Your face is all wet.” 

He landed in France, July 1944 and re- 
mained overseas for 23 months. His outfit 
was small but one big happy family. He 
disliked one officer, a 1st Lieutenant, who 
never permitted him to achieve a rank 
higher than p.f.c. This was humiliating as 
his step-brother had become a Ist Lieute- 
nant in the Air Corps. 

Engaged in active combat, he had contact 
with small arms fire. In describing an in- 
cident in which he was knocked down by the 
concussion of a nearby shell, he remarked, 
“It didn’t bother me at all. When some- 
thing happened, I’d forget it the next min- 
ute.” He did not perspire excessively during 
combat. His appetite and sleeping habits 
were good. 

At the time of his separation from the 
service, it was discovered that he had hyper- 
tension. This was treated by his local doc- 
tor who prescribed a ‘‘nerve medicine” which 
reduced his blood pressure to normal. 

His past history revealed that he was born 
in New England of Polish parentage. His 
father, a quiet man, was kind and consid- 
erate. The mother, however, was his fa- 
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vorite and always protected him from pun. 
ishment. When he was 13 she died follow. 
ing a thyroidectomy. As a child he coulg 
not get along with his older sister. She was 
dominating and tried to lower the father’s 
opinion of him. Prior to his mother’s death, 
he was considered a problem child. Soon 
after his father remarried, the patient be. 
came “the quiet type.” He now had a step. 
brother his age who was in the same grade 
at school. The patient stated that they were 
friends. He gave the impression as he spoke 
that his relationship to his parents and sib. 
lings was satisfactory. 

Returning from overseas, he noticed an 
increase in his sweating. He left several 
jobs because of his embarrassment. Al. 
though he was unhappy over the attention 
centered around his step-brother, he felt it 
was his duty to help him in a new business 
venture. An attempt was made to corre. 
late his sweating with his feelings towards 
his step-relations. He felt that although 
they did bother him some, the sweating oc- 
curred in other situations for no apparent 
reason. 

The plan of treatment was twofold: to 
uncover the-events that induced his sweat- 
ing, and to give him insight into his inter- 
personal relationships. The patient was 
trained to go into hypnosis. He was encour: 
aged to talk and express his emotions freely. 


The material that was uncovered in hyp- 
nosis was reintroduced consciously by the 
patient and discussed with the therapist. He 
revealed that as soon as his father remar- 
ried, he felt more keenly the loss of his 
mother’s protection. In order to win favor 
with the step-mother, he entered into com- 
petition with his step-brother who was held 
up as an example at home and at school. He 
buried his aggression and became obedient. 
The patient developed a feeling that he had 
to be a perfectionist in order to be praised 
and avoid criticism. 

He recalled that the first occasion of his 
excessive sweat in the axillae occurred in 
his second year of high school, when his 
step-mother discovered a booklet of obscene 
stories in his pocket. She continually threat- 
ened to expose him to his father if he dis- 
obeyed her. This material was correlated 
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with the remark that the patient had made 
in giving his history that it was in his soph- 
omore year that he began to dislike high 
school. 

The initial sweating of the face occurred 
when he tried to date a girl over the tele- 
phone while his friend stood by awaiting 
the results; he was refused. He brought out 
his fear of failure and the feeling of not be- 
ing wanted. The resentment that welled up 
within him was repressed. 

He then recalled that while in England, 
he heard that his step-brother had been 
made an officer. At this time, he was court- 
ing an English girl who later gave him up 
to go with a Air Corps 1st Lieutenant. A 
feeling of hatred welled up to choke him as 
he thought of his step-brother who had 
everything the patient had ever desired. His 
hands clutched with the desire to strangle 
him. At this moment, his hands first began 
to sweat. 

He spoke of his strong identification with 
the group in combat, and how, for the first 
time, he felt that he belonged despite the 
fact that he had no rating. The latter was 
only important because of his step-brother’s 
achievement. 

He said, “My step-brother shows no ap- 
preciation although he expects everyone to 
help him. You can work for him but he will 
never say ‘thank you.’ If you ask him for 
money that he has borrowed he becomes 
angry. If we argue, I get over it immedi- 
ately but he won’t talk for weeks. Yet I 
feel sorry for him and continue to help him. 
My step-mother never corrects me directly, 
but complains to my sister or father. My 
sister married a man many years her senior 
who had two children just to get out of the 
house.” 

He believed that his step-mother now 
dominated his father and had succeeded in 
Separating them. In his dreams, he went 
fishing with his father or went to a dance 
and danced with his father thus bringing 
out his desire for a close relationship with 
him. Other dreams brought out his great 
hostility towards his step-relations. 

Experimental conflicts were introduced to 
give him insight into his interpersonal rela- 
tionships. While in hypnosis, it was sug- 
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gested to him that he would work on his 
problems unconsciously during the week and 
the material would only become conscious 
when he could tolerate the anxiety. As he 
gained insight, he pointed out that he was. 
always quiet and never expressed his feel- 
ings. He suppressed his anger. As he be- 
gan to speak freely with his step-relations 
the sweating diminished greatly. As ther- 
apy progressed he established a closer rela- 
tionship to his father. He felt more secure 
and became more tolerant of his step-rela- 
tions. 

At the last session the patient was in- 
duced into a profound hypnosis. It was sug- 
gested that he review the material that had 
been discussed and integrate new attitudes 
into his personality. At the end of this pe- 
riod, he was told that he no longer needed 
hypnosis or the doctor as an aid to adjust- 
ment. He was discharged symptom-free and 
with insight into the factors which had pre- 
cipitated and maintained his illness. This 
patient was treated for a total of 20 hours, 
5 of which were devoted to hypnotic train- 
ing. 

In an effort to discover if an abbreviated 
form of psychotherapy could bring about a 
profound personality change, this patient 
was given a Rorschach and Thematic Ap- 
perception Tests pre and _ post-treatment. 
The psychologist’s* summary follows: 

“An analysis of both Rorschach and The- 
matic Apperception Tests administered be- 
fore and after hypnotherapy reveals a bet- 
ter organized personality structure and a 
healthier mental content. The improvement 
in personality structure is reflected in terms 
of greater productivity, freer expression of 
inner life, fewer inhibitions, and a more flex- 
ible adjustment and adaptability. Improve- 
ment in ideational content is reflected in 
terms of a more positive identification with 
the father figure, greater tolerance for 
mother figure, happier outlook on life with 
expressions of increased confidence and as- 
surance for success. There is generally less 
fearfulness and apprehension and more op- 
timism. Improved insight into motivations 
is indicated. Some signs of free floating 





*Samuel Grob, M. S., Clinical Psychologist, Mental Hy- 
giene Clinic, V. A. Regional Office, Boston. 
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anxiety still appear but to a significantly 
smaller degree than initially. A marked 
strengthening of the ego is reflected in both 
retests.” 


DISCUSSION 


Two case reports were presented to illus- 
trate the role of hypnosis as a therapeutic 
tool within the framework of a dynamic psy- 
chology. Therapists are still under the im- 
pression that hypnosis is a specific type of 
treatment, and that once it has been induced, 
therapy proceeds of itself. They are soon 
disappointed and abandon the technique. 
The difference in the time required to treat 
the two patients presented indicates that 
hypnosis does not cast all people into one 
mold. Resistance, the reef upon which many 
a therapeutic hope is wrecked, is encoun- 
tered in the trance state. The hypnotic re- 
lationship does not cut through all of a pa- 
tient’s resistances and defenses. It does, 
however, modify the resistance to a degree 
so that the patient surrenders enough of his 
defenses to expose himself to the dangers 
of a close interpersonal relationship. The 
therapist uses this relationship to obtain 
content more quickly than by ordinary psy- 
chotherapy. More content is made available 
than may be necessary therapeutically. Nev- 
ertheless, this enables one to formulate a 
dynamic conception of the problems which 
may be useful early in therapy. 


There is usually a tendency on the part 
of the therapist to direct the patient’s 
thoughts in the trance state. This may be 
used by the patient to repress irrational im- 
pulses brought to the surface by the hyp- 
notic relationship. He should, therefore, be 
permitted to develop his own trend. There 
is also a temptation to interpret the mass 
of material, rapidly uncovered in the trance, 
to the patient and to confront him with it 
in the waking state. Consequently, suffi- 
cient anxiety and resentment may be pro- 
voked so as to cause the patient to loose his 
motivation for hypnosis. He should be pro- 
tected from this anxiety by suggesting that 
he will only remember the material after he 
has worked it through unconsciously and 
understands its meaning. With a sugges- 
tion of this nature, the patient does not feel 
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that he has to expose himself prematurely, 

Many therapists feel that the ego is not 
sufficiently involved in treatment and there 
is a danger that the patient’s resistances and 
defenses may be circumvented. This de- 
pends on the therapist, for techniques can 
be used to assure active participation of the 
total personality. Finally, hypnosis should 
be abandoned when the current psychody- 
namic balance so indicates. 
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DISCUSSION OF PAPER: Eric Lindemann, M.D. 


Dr. Secunda has done a courageous and valuable 
job in presenting the contribution which might be 
made to our psychotherapeutic equipment by the 
use of hypnosis. Most analysts have probably gone 
through the experience of having had a period of 
active concern and enthusiasm for hypnosis, which 
was followed by a more cautious, if not reluctant, 
attitude toward its use with growing psychiatric 
experience. 

When Freud abandoned hypnosis in favor of psy- 
choanalytic therapy, he was impressed with the 
unreliability of the so-called cures, and by the ob- 
servation that the nature of the transference ex- 
isting at the time of induction of hypnosis may be 
the decisive factor determining success or failure. 
Indeed, much later in Mass Psychology and the Ego 
he described the event taking place during hypno- 
sis in terms of a forced transference. The patient, 
lured into a regressive form of transference, would 
idealize the therapist, enjoy his alleged powers by 
identification, and willingly comply with the orders 
given much as a child would comply with the orders 
of a father still omniponent. 

The problem of the application of hypnosis in 
such terms means then the problem of creating a 
special form of transference in which the role as- 
signed to the therapist is suitable for the lowering 
of resistance in order to make accessible important 
conflicts and help the patient to find a new solution 
without the need for symptom-formation. 

One advantage to such a method would be in that 
it might gain access to material which otherwise 
would remain hidden for a long time in patients 
who suffer from marked resistance. Projection 
methods such as the T. A. T. test, and chemical 
agents such as sodium amytal, have been used in 
a similar manner. The problem is still, then, one 
of how to use this material to help the patient to 
a better emotional equilibrium. As is well known, 
patients have amnesia for experiences relived in a 
deep hypnotic trance, and they will recall with re- 
luctance and much anxiety those events if they are 
forced to review them in the post-hypnotic state. 
Just as after the use of sodium amytal, so after 
hypnosis many patients will resent having been 
tricked into surrendering information kept private 
so far, this often being due to narcissistic needs 
involving pride and self-respect. Unless care is 
taken to avoid mounting resistance in this period, 
one may well have more failures than success with 


hypnosis. Dr. Secunda seems to have skillfully 
handled this difficulty by having the patient ana- 
lyze, as it were, his own dreams, and restricting 
himself to the most superficial level of immediate 
problems by allowing the patient a period after 
hypnosis of what he refers to as a kind of uncon- 
scious working through. Perhaps he will discuss 
in greater detail just what is meant by this. One 
factor must certainly be seen in the patient’s ef- 
forts to cope with a situation where he has inad- 
vertently revealed information which he now cannot 
call back, and where he will try to find for the ther- 
apist a role in which he can tolerate him as in- 
truder into his privacy. In ordinary psychotherapy 
as well as in psychoanalysis, problems are revealed 
usually on the expectation of getting some form of 
gratification or assistance from the therapist. The 
man who appeared omnipotent during hypnosis ap- 
pears much closer to the level of an ordinary mortal 
in subsequent sessions. How the patients master 
this problem of disillusionment will be of great in- 
terest, and probably helpful in further clarifying 
and precisely stating the various methodical as- 
pects of hypno-therapy. 

One other question concerns the type of diagnosis 
for which this therapy seems applicable, and the 
criteria for using it. The first patient seems to 
have recovered from a reactive depression. The 
second patient seems to have reduced the manifes- 
tations of an autonomic instability. It would have 
been valuable if the author had discussed in more 
detail why he chose these two patients and in what 
manner their improvement can be attributed to 
hypnosis per se, rather than an overall treatment 
effort. 

Finally, it seems important to point out that ther- 
apists have different types of personality make-up, 
and that hypnosis becomes useful to many of them 
as an instrument to protect themselves from the 
more disturbing and difficult phases of the physi- 
cian-patient relationship. I wonder whether Dr. 
Secunda would be willing to say a word about how 
useful the hypnosis is to him, as a physician, in the 
form of temporary armor to cope with the patient’s 
emotional demands. I believe much can be said in 
the whole field of psychotherapy in terms of the 
therapist’s needs, which are of almost equal impor- 
tance with the needs of the patient in the peculiar 
form of the dyad relationship which is presented in 
psychotherapeutic interviews. 
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